


The New England = 
JOURNAL of MEDICINE) 


FORMERLY THE BOSTON MEDICAL AND SURGICAL JOURNAL 


OFFICIAL ORGAN OF 
THE MASSACHUSETTS MEDICAL SOCIETY 
THE NEW HAMPSHIRE MEDICAL SOCIETY —THE VERMONT STATE MEDICAL SOCIETY 
THE NEW ENGLAND SURGICAL SOCIETY — THE BOSTON SURGICAL SOCIETY, INC. 
THE NEW ENGLAND PEDIATRIC SOCIETY AND 
THE NEW HAMPSHIRE SURGICAL CLUB 


OWNED AND PUBLISHED BY THE MASSACHUSETTS MEDICAL SOCIETY 






























































199, Number 10 : P dy in 
Solgar’ atmnm, 38 pet Cony SEPTEMBER 6, 1928 re ee 
Intussusception of the Small Intestine with Spe- Cheshire County Medical Society 477 

cial Reference to Meckel’s Diverticulum as Rockingham County Medical Society... css 477 
a Causative Factor. Monroe A. Mc[v€Treccommae 453 Woodsville Cottage Hospital 477 
ee ge Prostatectomy. John M. Birnireecma. 456 Coos County Medical Society 477 
ear-Sac Surgery. J. J. Corbett 459 
Charles Knowlton’s Revolutionary Influence on THE NEW HAMPSHIRE SURGICAL CLUS 
the English Birth Rate. Norman E. Himes. 461 Announcement of the Thirty-first Annual Meeting. 478 
Report of the Thirtieth Annual Meeting. ecru 478 
The Road Beyond 479 
THE NEW HAMPS CASE RECORDS OF THE 
The G » Meee aap oy ee MASSACHUSETTS GENERAL HOSPITAL 
e General Practitioner o edicine an s ’ 
Case 14291—Four Months’ Dyspnea at Sixty-six. 
Relation to Surgery. Joseph: J. Cobb... 466 Richard C. Cabot. Case 14292—Pain in the 
Socialized Medicine. Morris FESRDEIMN oernnmnnnnnn 472 Back and Hip Following Respiratory Infec- 
Frauds and Quackery in Medicine. Morris Fish- tion. A. V. Bock 480 
bein 474 ” on 
Feeble-minded and Epileptics in State Institu- EDITORIALS 
tions: 1927. (New HampShire.) wissen 476 The Proposed Boston Pathological Institute............. 487 
Typhoid Fever and Cancer Deaths in New Hamp- The Biology of Allergy - 487 
shire Lower in 1927 476 Midwives in New York City 488 
Society Notes 477 This Week’s Issue 488 
(Contents continued on next page) 
———===_— ee 


New Edition— Enlarged and Even Better 
Foster’s Examination of Patients 


The commonsense methods, the definite, logical arrangement and the individualized plan of 
diagnosis outlined in this book have taken it into four reprints and now a brand new edition, 
enlarged and even better! 


Foster’s book might well be called the technic or the ‘‘how’’ of examination. It tells you 
not only what questions to ask the patient but the order in which they should be asked. It 
tells you how to take the history; it lists all the points that should be noted—many of which 
are frequently overlooked. 


It swings back decidedly to the fundamentals of trained senses of touch, sight and hearing. 
Laboratory tests, of course, are not neglected. Their undoubted value is fully recognized and 
in every case where such a test is indicated, Dr. Foster gives its technic and application in 
detail. 


This new (2nd) edition has been issued after a very thorough revision and the addition of a 
great deal of new material. All the important advances in the diagnostic field have been in- 
cluded, with new chapters on the febrile diseases, the anemias, the endocrines, the muscles, 
joints, bones, and vessels. A much enlarged chapter on tests includes the functional test 
of the liver, Lyon ’s test, tuberculin tests, the Shick test, icterus index, ete. 


This book is, indeed, far off the beaten path. It individualizes diagnosis. 


Octavo volume of 392 pages, illustrated, including 4 plates in colors. By NELLIS B. Foster, M.D., Associate Professor of 
Medicine at Cornell University Medical School. Cloth, $4.50 net. 


W. B. SAUNDERS COMPANY _ Philadelphia and London 


Entered at the Postoffice at Boston as Second Class Matter 
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INTUSSUSCEPTION OF THE SMALL INTESTINE WITH SPECIAL 
REFERENCE TO MECKEL’S DIVERTICULUM AS A 
CAUSATIVE FACTOR* 


BY MONROE A. MC IVER, M.D., F.A.C.S.T 


INTRODUCTION 


ASES of intussusception involving the small 

intestine alone form a small but interesting 
group which presents features so distinctive that 
it should be considered apart from the more com- 
mon types where both small and large bowels are 
implicated. That this separate grouping is not 
only of theoretical interest but also of consider- 
able practical importance will be brought out 
later in a consideration of the diagnosis and 
treatment. 

The records of the Massachusetts General Hos- 
pital contain histories of 81 cases of intussuscep- 
tion. Of this number, 12 (14.8%) showed in- 
volvement of the small intestine only. The 
monograph by Perrin and Lindsay’ records 34 
instances (10.1%) of enteric intussusception out 
of a total of 335 cases. Leichtenstern’s? series of 
593 cases shows a much higher incidence,—30% ; 
but, as pointed out by Perrin and Lindsay, 
Leichtenstern’s cases do not represent a consecu- 
tive series, but were largely selected from the 
literature,—a method always likely to show a 
high incidence of unusual eases. In considering 
any series, it should also be noted that since this 
type of intussusception occurs largely in older 
children and in adults, its reported incidence in 
the records of any given hospital would be great- 
ly influenced by the ratio of children to adults 
admitted to the clinic. Since the cases here re- 
ported, and also those of Perrin and Lindsay, 
were drawn from the records of a general hos- 
pital it is probably safe to conclude that the in- 
cidence of intussusception involving the small 
intestine only is between 10% and 15% of the 
total cases of intussusception. . 


ETIOLOGY 


It is a striking fact that an organic basis for 
the occurrence of this type of intussusception is 
found in a high percentage of the cases. Of the 
12 cases collected from the past records of the 
Massachusetts General Hospital and the one 
herewith reported, an organic pathologie le- 
sion of the bowel was found in 8 instances. The 

*From the Surgical Services of the Massachusetts General 
Hospital. 


+tFor record and address of author see ‘‘This Week’s Issue,” 
page 488, 





lesions were classified as follows: hemangioendo- 
thelioma, 1; constriction of the gut, believed to 
be due to a tuberculous ulceration, 1; polypus, 3; 
Meekel’s diverticulum, 3. In one of these latter 
cases an adenocarcinoma was present in addition 
to the Meckel’s diverticulum. In Perrin and 
Lindsay’s! series of 34 enteric intussusceptions, 
11 showed organic pathology classified as fol- 
lows: congenital constriction, 2; tuberculous ul- 
ceration of the gut, 2; polypus, 1; myomatous 
tumor, 1; Meckel’s diverticulum, 5. 

It is probable that an organic basis for enteric 
intussusception is present in an even higher pro- 
portion of cases than these figures indicate. Wil- 
lis* points out, in his article on intussusception 
from benign tumors of the intestine, that it is 
reasonable to assume that many specimens of in- 
testine removed at operations for intussuscep- 
tion, would, if carefully studied, show the re- 
mains of a tumor which had been largely de- 
stroyed by interference with its vascular supply. 
It has also been suggested that in certain cases 
an inflamed Peyer’s patch might be the cause of 
the intussusception. 

In the 19 cases considered above in which or- 
ganic pathology was found, Meckel’s diverticu- 
lum was reported in 8 instances, or in almost 
half the total cases. This is an exciting cause of 
such importance that it warrants consideration 
in some detail. In 1913, Hertzler and Gibson‘ 
collected 52 cases of intussusception in which 
Meckel’s diverticulum was the causative factor, 
the number including one ease of their own. In 
1925, Lower® added 8 eases, including 2 of his 
own, bringing the total number reported up to 
60. The case reported below illustrates a num- 
ber of points in regard to this type of intussus- 
ception. 


CASE HISTORY. R. M., male, white, aged 12. Ad- 
mitted M. G. H. July 8, 1927. The history was 
meager and rather unreliable, since the boy was 
somewhat irrational and the mother spoke no 
English. 


Chief complaint: Pain in the abdomen, and vom- 
iting, of 2 days’ duration. 

Present illness: Early yesterday morning (40 
hours before admission to the Hospital) the pa- 
tient was taken with severe, generalized, abdom- 
inal pain. This was attributed to green apples 
eaten the day before. He vomited a number of 
times during the first day, and the pain persisted. 
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He was given castor oil, which he vomited. Dur- 
ing the day of admission the pain was said to have 
been more severe in the right lower quadrant; he 
vomited 5 or 6 times, the vomitus being greenish 
in color and without odor. His bowels had not 
moved for two days previous. He had no symp- 
toms referable to his cardio-respiratory or genito- 
urinary systems. His temperature was 104°, 
white count 27,000. 


Past history: The patient is said to have had 
attacks of rather mild abdominal pain, lasting 
15 or 20 minutes, during the past 8 months. He 
occasionally vomited during these attacks. 


Physical examination: Physical examination 
showed a slightly built boy of twelve, apparently 
in considerable pain, excited and disturbed men- 
tally. The abdomen was scaphoid in appearance, 
moving only slightly with respiration. There 
was marked muscle spasm over the whole ab- 
domen, most marked on the right side. There 
was also marked generalized tenderness, per- 
haps somewhat more pronounced on the right 
side. No masses could be felt. Rectal examina- 
tion was unsatisfactory because of lack of co- 
Operation; definite tenderness, however, could be 
elicited. 


It appeared obvious from the physical examina- 
tion that we were dealing with some acute path- 
ology in the abdomen requiring surgical treat- 
ment. It was thought most likely that this was 
a fulminating appendicitis, although intestinal 
obstruction was considered. 


Operation: Under ether anaesthesia the abdo- 
men was opened through a right rectus muscle- 
splitting incision. On opening the peritoneum, 
free fluid, slightly dark in color, escaped. On 
exploring with the hand, a mass was felt in the 
pelvis which on delivery proved to be an intus- 
susception about 20 centimeters from the ileo- 
cecal valve. A few centimeters of the intussus- 
ception were reduced and the bowel found to be 
gangrenous. It was impossible to reduce the 
intussusception further, so the whole affected 
portion was resected. No anastomosis was at- 
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ILLUSTRATION I shows the specimen removed at operation. 
The intussusception has been partially reduced and the diver- 
ticulum everted. (1) intussusception; (2) a gangrenous portion 
of the bowel that formed a portion of the intussusceptum; 
(3) Meckel’s diverticulum. At the time of operation the diver- 
ticulum was found inverted in the lumen of the intestine (see 
Illustration II); it was about 5 cm. long; the total length 
of intestine resected was about 35 cm. 


tempted at this time, since the patient was in 
very poor condition: he took the ether badly; his 
pulse soon rose to 150; he became very cyanotic, 
and respiration stopped. Under artificial res- 
piration breathing again started and no more 
ether was given. Clamps were left on the distal 
and proximal ends of the bowel and these were 





brought out through the wound, which was rap. 
idly closed around it. At the end of the opera. 
tion the patient was given glucose intravenous} 
and was returned to the ward in fair condition, 


The pulse and temperature remained elevateg 
for several days after operation, gradually re. 
turning to normal. Clamps were removed from 
the bowel the second day post-operative, and 
drainage was free. There was some breaking 
down of the wound and digestion by the intes. 
tinal secretions; but the boy’s general condition 
was good after he had recovered from the acute 
phase. 

About 3 weeks after the first operation, the 
wound was opened, a few inches of the ends of 
the intestine were resected and an end-to-end an- 
astomosis was carried out. The appendix, which 
was adherent in the region of the wound, was 
removed. 


The boy was discharged 21 days after the sec- 
ond operation in good condition. He was seen 
again three weeks later and was in good health 
and symptom-free; he was planning to return to 
school the following day. 


THE MECHANISM OF INTUSSUSCEPTION RESULTING 
FROM MECKEL’S DIVERTICULUM 


Illustration 2 shows the relation, in the case 
here reported, of the diverticulum to the intus- 


Inverled Aeckel's Diverliculum 
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ILLUSTRATION II shows in diagrammatic form the specimen 
as found at operation. The Meckel’s Diverticulum was inverted 
in the lumen of the gut. It will be noted that the diverticulum 
did not form the apex of the intussusceptum, but was attached 
near the proximal end. 


susception. It will be noted, in the first place, 
that the diverticulum is inverted into the lumen 
of the intestine. In regard to this point, cases of 
intussusception associated with diverticulum 
have been reported (Porter®) in which there was 
no inversion of the diverticulum; but in the 
great majority of cases, including all of Hertzler 
and Gibson’s, inversion of the Meckel’s diverti- 
culum into the lumen of the gut was present. 
These writers consider that the inversion occurs 
as a secondary process, but this seems most un- 
likely. To most authors the inversion has seemed 
to be a very important factor in the later pro- 
duction of the intussusception, and numerous 
speculations have been indulged in as to the 
method of its occurrence. Two theories stand 
out as being most plausible. The first is that 
an active peristalsis of the walls of the diverticu- 
lum, in an effort to expel its contents, brings 
about the inversion. The second, which has re- 
ceived considerable attention, is that an inflam- 
matory process occurs around the opening of the 
diverticulum into the lumen of the intestine, pro- 
ducing a thickening of the walls of the diver- 
ticulum ; and that this process extends until the 
mucous membrane protrudes into the lumen of 
the intestine where it is caught up and pushed 
along by the intestinal peristalsis. In the 
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ease reported above, however, there was no evi- 
dence of an inflammatory process in the diver- 
ticulum. : 

In regard to the second point, namely the man- 
ner in which the intussusception is produced, it 
may be said that the mechanism is probably the 
same whether the foreign body attached to the 
intestinal wall be an inverted Meckel’s diver- 
ticulum, an adenoma or a simple polypus. An 
explanation commonly offered is that the diver- 
ticulum or other tumor is dragged along by the 
peristaltic movements of the intestine, the point 
of attachment being thereby invaginated and 
forming the apex of the intussusception. Wad- 
dill? discusses this point (with reference to the 
intussusceptions caused by polypoid growths in 
general) and points out the fact that this theory 
cannot be upheld since in a number of cases the 
polypus does not form the apex. He believes the 
true explanation to be that there is a spasmodic 
contraction of the gut around the polypus and 
an inhibition of the part immediately distal to 
this; his article carries illustrations of this point. 
It is probable that some such mechanism is often 
responsible for the intussusception; and in the 
ease here reported it will be noticed, both from 
the diagram and from the cut of the specimen 
removed, that the diverticulum was located some 
distance proximal to the apex of the intussuscep- 
tum. In some of the cases reported in the litera- 
ture (Porter®), however, the inverted diverticu- 
lum does occur at the apex of the intussuscep- 
tum. 

DIAGNOSIS 


There are certain findings which apply to en- 
terie intussusceptions in common with other 
types of intestinal obstruction from any cause. 
The most important of these are vomiting, pain 
and distention. 

Vomiting. Vomiting was recorded in all but 
one instance of the 13 cases operated upon at the 
Massachusetts General Hospital. 

Pain. Abdominal pain was complained of by 
all the patients studied in this series of 13. The 
pain was very severe in character, bearing out 
the general belief that eases of intestinal obstruc- 
tion in which there is interference with the cir- 
culation (volvulous, intussusception, ete.) are 
characterized by more severe pain than those 
where there is a simple blockage of the bowel. 

Distention. In most of the eases of this series, 
the examination of the abdomen showed only 
slight distention; in only one instance was it 
described as marked. 

The tenderness and muscle spasm which were 
recorded as present in five instances might be 
taken as suggestive of some interference with 
the circulation in addition to simple blockage of 
the bowel. 

The temperature and leucocyte count were 
usually either normal or slightly elevated: the 
high temperature (104°) and leucocyte count 
(27,000), the marked muscle spasm and the ten- 
derness shown by the case reported in this paper 





are unusual. This is borne out by a study of the 
literature. 

The classical criteria relied upon to distin-. 
guish intussusception in general from other 
types of acute intestinal obstruction are the age 
of the patient, intussusception being the most 
common type of obstruction in infancy or early 
childhood; the passage of blood by rectum; the 
presence of a sausage-shaped tumor; and a his- 
tory of previous attacks of pain. In the type of 
intussusception involving the small intestine 
only, any one or all of these distinguishing fea- 
tures may be absent, as. brought out by the fol- 
lowing analysis: 

Age. All of the 13 patients in the records of 
the Massachusetts General Hospital were over 
ten years of age, the youngest being twelve, the: 
oldest forty-five; average, 25.6 years. In Low- 
er’s’ two cases the patients were forty-three and 
forty-four years of age. In the series reported 
by Hertzler and Gibson‘, the average age was 13; 
but in 20 of the 52 cases the patient was under 
ten years of age, the youngest being seven 
months. The age of the patients reported by 
Willis’ varied from seven to sixteen years. Thus. 
we see that while the condition can occur in early 
childhood it is most frequently met with in late: 
childhood or in adult life. 

Bleeding. Blood was passed by rectum in only 
three instances of the present series. In one in- 
stance the profuse hemorrhage reported un- 
doubtedly came from the hemangioendothelioma 
which caused the intussusception. Most writers. 
agree that the passage of blood is rather infre- 
quent, due, doubtless, to the fact that the in- 
tussusception does not enter the cecum. 

Tumor. In only three of the thirteen cases 
was an abdominal tumor felt; in only one in- 
stance was it described as sausage-shaped. In 
the Gibson and Hertzler series the incidence was. 
higher, about 40% showing a tumor mass. 

Previous attacks of abdominal pain. One 
symptom of importance in diagnosis, which is 
found with greater frequency in eases of enteric 
intussusception than in those of other types, is. 
a history of previous attacks of abdominal pain. 
Such a history was obtained in nine out of the 
thirteen cases here discussed. The large number 
of cases with a history of relatively minor attacks. 
of pain, ante-dating the acute attack by months. 
or years, has been emphasized by most writers on 
this subject. The pain is usually described as. 
cramp-like, located around the umbilicus or in 
the epigastrium. 

This finding is important not only because it: 
may give an indication as to the nature of the 
acute obstruction, but also because, as must be 
remembered, repeated attacks of abdominal pain 
may be caused by tumors of the small intestine. 
An exploratory operation had been performed in 
three of the nine cases referred to above, pre- 
vious to the occurrence of the intussusception. 
The pre-operative diagnosis in one case was. 
duodenal ulcer, because the pain was related to: 
meals and referred to the epigastrium. The pa- 
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tient was explored two years before the onset of 
the intussusception: no ulcer was found; the ap- 
pendix was removed; the attacks of pain con- 
tinued. Later, a polypus of the jejunum was 
found to be responsible for the intussusception. 
A second ease was operated on for ‘‘chronic ap- 
pendicitis;’’ a normal appendix was removed. 
The acute intussusception occurred two months 
later, and a Meckel’s diverticulum found to be 
responsible. The third patient had five hospital 
entries over a period of five years. His first 
operation was for acute appendicitis; two years 
later, because of symptoms of intestinal obstruc- 
tion, he was explored for ‘‘post-operative adhe- 
sions,’’ but no adequate cause for the symptoms 
was found. He had three later admissions with 
symptoms of partial intestinal obstruction, but 
no operation was performed. At a subsequent 
admission he was operated upon for intussus- 
ception; after reduction of the intussusception, 
polypi could be palpated in the jejunum; these 
were not removed because the patient’s general 
condition was so poor. 


TREATMENT 


The treatment consists in a laparotomy, a re- 
duction of the intussusception if possible, and a 
resection of the involved bowel if it is not viable. 
A eareful search should be made, after reduc- 
tion, for any pathology of the bowel: an inverted 
diverticulum may be small and observed only as 
a dimple on the ante-mesenteric border, and if 
it is not excised a recurrence of the intussuscep- 
tion may take place. 

In the present series of 13 cases there were 5 
deaths. The onset of acute symptoms in these 
fatal cases was, in two instances, 24 hours before 
entrance to the Hospital; in the other instances, 
5, 6 and 8 days before. Resection of the bowel 
was carried out in 4 instances, in 2 of which im- 
mediate anastomosis was done, in_ the 
other 2 the bowel ends being brought out 
through the wound. In the 5th case the 
bowel was believed viable and was returned to 
the abdomen; but this later proved not to be the 
ease and the patient died following a secondary 
operation. 

In one of the eight cases that recovered, the 
acute symptoms began only a few hours before 
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admission to the Hospital. In 4 eases, 2 days 
elapsed between the onset of symptoms and ad- 
mission to the Hospital; in one case, 3 days. Ip 
2 instanees it was difficult to determine how long 
the acute symptoms ante-dated the admission, A 
portion of the bowel was resected in five jp. 
stances: an immediate anastomosis was carried 
out in 3 eases; in 2, the ends of the bowel were 
brought outside the abdominal cavity and the 
anastomosis performed at a second operation. 
The intussusception was reduced in 3 instanees; 
in one of these cases the reduction was followed 
by an enterostomy. 


SUMMARY 


In from 10 to 15 per cent. of all cases of in- 
tussusception the small intestine alone is in- 
volved. 

An organic basis for the occurrence of the 
intussusceptions of the small intestine is found 
in a fairly high proportion of cases: 8 out of the 
13 here discussed showed organic pathology re- 
sponsible for the condition. 


Among other pathologic lesions causing the 
intussusception, Meckel’s diverticulum is fre- 
quently found both in our series and in the 
cases recorded in the literature. It is pointed 
out that the usual course of events in eases of 
this type is, first, an inversion of the diverticu- 
lum into the lumen, followed by a disordered 
peristalsis which is the immediate cause of the 
intussusception. The ease reported illustrates 
salient features. 


In a discussion of the diagnosis it is pointed 
out that while the classical signs which distin- 
guish intussusception from other types of intes- 
tinal obstruction may be present, they are often 
absent. A history of previous attacks of abdom- 
inal pain is commonly given, and the importance 
of this is stressed. 


A brief discussion of treatment is presented. 
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SUPRAPUBIC PROSTATECTOMY 


BY JOHN M. BIRNIE, M.D., F.A.C.S.* 


ITH the universal adoption of bladder 


drainage as a preliminary to removal of the 
hypertrophied prostate gland, a marked lower- 
ing of the mortality rate was accomplished and 
the applicability of operative measures was ex- 
tended. This preliminary drainage is procured 
in one of two ways: either by catheterization or 
by suprapubie cystotomy. The use of the cath- 
eter, at first intermittently and later indwelling, 


*For record and address of author see ‘‘This Week’s Issue,” 
page 488. 





is not without danger and in a considerable per- 
centage of cases it cannot be employed at all. 
Successful catheterization, even in the favorable 
cases, depends very largely upon the skill with 
which it is utilized. It accomplishes its maxi- 
mum benefit in a well organized urologic clinic 
where an especially trained personnel is in con- 
stant attendance. The great advantage of pre- 


liminary bladder drainage per catheter in supra- 
pubie prostatectomy lies in one’s ability to open 
the bladder so that all the steps in the removal 
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of the gland and the subsequent control of bleed- 
ing may be carried out under the guidance of 
the eye. insti 

The difficulty in successfully instituting cath- 
eter drainage of the bladder and its absolute fail- 
ure in many cases have led most surgeons to em- 
ploy the so-called ‘‘two-stage’’ operation, the 











touch. In order to overcome the difficulties of 
the two-stage operation as usually employed, the 
procedures to be described were evolved. In 
considering this new method, it should be clearly 
understood that all of the varying details, con- 
cerning which there is often a considerable dif- 
ference of opinion, are not involved. Any one 
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FIGURE I. Incision of first operation showing drainage sinus through right rectus 


muscle. 
of the prostate. 


first stage being a suprapubic ecystotomy with tu- 
bular drainage. As far as accomplishing its in- 
tended purpose is concerned, this preliminary 
cystotomy is satisfactory. The objection to the 
two-stage operation is chiefly directed against the 
Second stage. In gaining access to the prostate 
it is necessary to work through the preliminary 
drainage sinus and even when it is enlarged, one 
works blindly and by means of the sense of 


Incision of second operation through left rectus muscle showing complete exposure 


of the numerous methods of inducing anesthesia 
may be employed for either stage of the opera- 
tion. After removal of the gland, bleeding can 
be controlled by any one of the various tech- 
niques advocated and the surgeon may exercise 
his own particular preference. 

The operation is a two-stage procedure which 
consists of a preliminary suprapubic cystotomy 





with drainage and a subsequent suprapubie 
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prostatectomy completely visualized. The differ- 
ence from accepted procedures lies in the ap- 
proach to the bladder at the two operations. The 
eystotomy is performed as follows: Under some 
form of anesthesia an incision is made through 
the skin, beginning just above the symphysis 
pubis and extending upward for several inches. 








bladder is opened by the method most preferreq 
by the individual surgeon. Previous distention 
of the bladder may have been induced if the 
operator so desires. In incising the bladder care 
is taken to keep the incision well out to the right 
side of the patient. The usual digital explora. 
tion of the bladder having been accomplished, a 





FIGURE II. Completion of second operation. Incision of first operation with drainage 
tube through original sinus in right rectus muscle. Complete closure of incision of second 


operation through left rectus muscle. 


This incision is located one and one half to two 
inches to the right of the median line. The 
fascia of the rectus abdominis is incised the full 
length of the skin incision and the underlying 
muscle is split by blunt dissection. The two por- 
tions of the right rectus being properly retract- 
ed, the prevesical space is exposed. After wip- 
ing back the peritoneum and prevesical fat, the 





drainage tube of some sort is introduced and the 
bladder sutured tightly about it. The remain- 
der of the wound is closed in layers with or 
without drainage to the space of Retzius. It will 
be seen that the eystotomy just described differs 
from the one usually performed in that the in- 
cision is some distance to the right of the median 
line rather than through it. When the patient’s 
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condition warrants, the second stage, or prosta- 
tectomy proper, is undertaken. 

The patient having been anesthetized, the 
drainage tube is removed and the operative field 
prepared. A new incision is made exactly like 
the one employed at the first stage, differing only 
in its location. The new incision is located one 
and one half to two inches to the left of the 
median line. The left rectus is split, as was 
its fellow of the opposite side, and the bladder 
incision is kept to the left. The two operative 
incisions are thus kept three to four inches apart 
and in no way interfere with each other. When 
making the second opening into the bladder, the 
following simple maneuver, while not essential, 
is of help: A small caliber urethral or a curved 
uterine sound is introduced into the bladder 
through the original drainage sinus and can be 
made to raise the bladder in the new wound so 
that it may be readily and safely opened. The 
bladder being open, suitable retraction is em- 
ployed and the prostate is widely exposed to 
view and made readily accessible. 

The gland is now removed by any one of the 





various methods advocated. Bleeding may be 
controlled by suture or ligature, if deemed ad- 
visable. If a haemostatic bag or packing is em- 
ployed, the original drainage sinus is used as a 
means of exit from the bladder. This sinus is 
also used as the pathway for the introduction 
of tubular drainage. The new incision in the 
bladder is now completely closed and the remain- 
der of the wound sutured in layers. 

The entire two-stage operation, as described, 
may be briefly summarized as consisting of two 
cystotomies, the operative wounds of which are 
located several inches apart. One incision is used 
for drainage and the other for removal of the 
prostate, and the latter is closed tight. ‘The two 
incisions do not interfere with each other in any 
way and do not complicate the procedure. By 
this method of operating, the advantages of pre- 


liminary suprapubic drainage of the bladder are 
obtained without sacrificing, in any way, the ben- 
efits of removing the prostate under the guidance 
of the eye, a procedure heretofore only attained 
with a one stage prostatectomy. 
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TEAR-SAC SURGERY 


Depuy-Dutemps and Bourguet Technique. 


A Direct Anastomosis of the Tear-Sac 


With Nasal Mucous Membrane* 


BY J. J. CORBETT, M.D., F.A.C.8.t 


- the tear-sac surgery of today there are two 
distinct objectives: the operation must re- 
lieve and prevent the recurrence of the infec- 
tion; and it must banish for all time that ever- 
present and most annoying concomitant disturb- 
ance, epiphora. If an operation on the lacrimal 
drainage apparatus is not devised to accomplish 
this two-fold purpose, it should not be given 
any place in present-day ophthalmic surgery. 
But why the emphasis on ophthalmic surgery ? 
As a matter of fact, strange as it may seem, 
most of the progressive work along this line 
has been done by the rhinologist, and not by 
the ophthalmie surgeon, until Dr. Dupuy- 
Dutemps presented to the Ophthalmological So- 
ciety of Paris in June, 1920, a deseription of his 
technique, which consists of a direct anastomo- 
sis of the lacrimal sae with nasal mucous mem- 
brane. And this man, Dr. Dupuy-Dutemps, is 
a real ophthalmic surgeon. He is the Ophthal- 
mie Surgeon-in-Chief at the old (about 300 
years) St. Louis Hospital in Paris, and also 
Chief Surgeon to the Ophthalmic Department 
of the Rothschild Foundation. At this latter 
institution he works in a decidedly modern en- 
vironment with up-to-the-minute equipment. 
Simple extirpation of the sae as a remedial 
measure in cases of chronic dacryocystitis is 
obsolete. As a surgical procedure it is not ade- 


*From the Ophthalmic Department of the Boston City Hos- 
pital. 

+For record and address of author see ‘This Week’s Issue,” 
page 488, 





quate; its end result is incomplete. It removes 
the infection, pus phlegmon; but it does not cor- 
rect (other than in rarely exceptional cases) 
that most troublesome feature which is all im- 
portant to the patient, the constant overflow 
of tears. 

Instead of extirpation of the sac there are, at 
present, three outstanding methods, each of 
which is designed to relieve, not only the inflam- 
mation, but also the epiphora. These are: the 
West operation, the Toti operation (which has 
been improved by the Mosher modification), and 
the Dupuy-Dutemps and Bourguet operation. 


The West operation is essentially an intra- 
nasal procedure. The Toti and Mosher-Toti op- 
erations present a combined intra and extra- 
nasal technique, while the approach in the 
Dupuy-Dutemps and Bourguet operation is en- 
tirely from the outside. The first two meth- 
ods have met with a high degree of success. The 
statistics of the last would indicate an unusu- 
ally satisfactory record of good results. When 
this operation becomes better known, it undoubt- 
edly will make a very strong appeal to, and be- 
come very popular with the ophthalmic surgeons 
for three very good reasons: first, it is the only 
operation which preserves intact the lacrimal 
sac; second, it is the only operation which pro- 
vides a definite raeans of maintaining the pa- 
tency of the newly made drainage canal; third, 
it is the only operation which provides against 
the formation of granulations which defeat an 
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otherwise successful technique. In addition to 
these features, the very high degree of success 
in clearing up both infection and epiphora will 
assuredly command attention. 

It was the privilege and pleasure of the writer 
to observe the clever French ophthalmic surgeon, 
Dr. Dupuy-Dutemps, perform his operation on 
several occasions, both at the St. Louis Hospital 
and the Rothschild Foundation in Paris, during 
the Summer of 1925. He operated under local 
anesthesia, and had two well trained assistants 
in each institution. The average time to com- 
plete the operation was forty-five minutes, very 
evidently aided in a large measure by the ideal 
team-work. 

He injected 2 ec. ce. of 2% novocain solution in 
adrenalin chloride along the line of incision; 
saturated a cotton plug with a 10% solution of 
cocain in adrenalin (1-1000) and placed it in 
the middle meatus of the nose near the anterior 
tip of the middle turbinate in order to produce 
an anesthesia and ischemia of the nasal mucous 
membrane. The plug remained in this position 
until the nasal mucous membrane was exposed 
by the removal of the lacrimal crest. This anes- 
thesia was sufficient to last throughout the oper- 
ation, and Dr. Dupuy-Dutemps stated in his 
paper of September, 1922, that he operated on 
a child thirteen years old with the same anes- 
thesia without any difficulty whatever. 

Illumination of the field of operation is an 
important factor, and Dr. Dupuy-Dutemps uses 
a concave illuminated head mirror, which throws 
sufficient light into the field. He considers this 
type of illumination indispensable. 

The skin incision is that commonly used in all 
external sac operations, starting about 14 ¢. m. 
above the internal palpebral ligament, passing 
down over its bony insertion (about 5 m.m. to 
the inside of the inner canthus) in a line parallel 
to the lacrimal crest and terminating at a point 
opposite the entrance of the naso-lacrimal canal. 


The internal palpebral ligament is cut, the 
superficial fascia, muscle, and deep fascia parted, 
the sae exposed and reflected outward as it is 
lifted out of its bony groove. The sac is retained 
in this position by means of a retractor, while 
a similar retractor holds the structures on the 
opposite side of the wound well over toward 
the median line. The retractors are held by one 
assistant while the other assistant works in the 
field with the operator. 

The next step is the complete removal of the 
anterior lacrimal crest by means of a chisel. 
When the nasal mucous membrane is exposed, 
the bony opening is enlarged with a Citelli for- 
eceps, making an oval-shaped window with the 
long axis (10-12 m.m.) in the vertical plain; 
the transverse diameter varies from 8-10 m.m. 

At this point a longtitudinal incision is made 
in the wall of the sac; the pus or mucus, if pres- 
ent, is removed, and the inner lining of the sae 
is swabbed with tincture of iodine. The nasal 
plug is then removed. A vertical incision is 








made in the nasal mucous membrane, equal in 
length, and directly opposite the sac incision, 
Three sutures of 000 catgut are passed through 
the posterior tip of the nasal mucous membrane 
with the help of a small semi-circular Deschamps 
needle. These three sutures are held taut while 
a cut 2 m.m. long is made at a right angle to 
the upper and lower ends of the vertical incision, 
This gives a flap which facilitates approximation 
to the posterior lip of the sac. These three 
sutures are now drawn through the posterior 
lip of the sae incision by means of a small 
Reverdin needle, tied and cut close. Thus is 
formed the posterior wall of the new lacrimal 
drainage canal. 

After the same fashion three more 000 catgut 
sutures are passed through the anterior lip of 
the nasal mucous membrane with the Deschamps 
needle, held taut while the right angle cuts 
(similar to those in the posterior lip) are made. 
These sutures are now drawn through the an- 
terior border of the sac, and, in addition, 
through the periosteum and overlying soft tis- 
sues. The sutures are then carefully tied. It 
is this last little feature of the Dupuy-Dutemps 
technique, (the suspending of the anterior wall 
of the canal to the overlying tissue) which aids 
in maintaining the patency of the new lacrimal 
canal. 

Three silk sutures close the skin incision. An’ 
ordinary eye bandage is applied but there is no 
intra-nasal dressing. Sutures are removed on 
the fifth day, and on the eighth day the band- 
age is discontinued. 


Dupuy-Dutemps and Bourguet in their paper 
‘Cure de la Dacryocystite chronique et du 
Laroiement par la dacryo-rhinistomie plastique’”’ 
published in La Presse Medicale, September, 
1922, reported operations on 150 cases. They 
were able to check up on 115 patients who re- 


turned for observation with the following re- 
sults: 


Complete failure (without return 





OL GacryOCystitis) nee cccccccccsuneon 4 
Partial success ................ 7 
Complete cure ................ 104 





In the classification of ‘‘complete failure’’ 
they included those cases in which there was 
total obliteration of the newly-made orifice with 
the epiphora persisting but no suppuration. 
In other words, the cases included in this elassi- 
fication present results similar to those follow- 
ing extirpation of the sae. 

‘*Partial suecess’’ refers to those eases in 
which it can be demonstrated by an injection 
from a syringe that there is really an anatomic 
communication, but one which is not physio- 
logically capable of the normal evacuation of 
tears. The epiphora persists, and a colored 
solution dropped into the conjunctival sae does 
not drain into the nose. 

‘‘Complete cure’’ is applied only to those 
cases in which there are no longer any signs 
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of epiphora, and in which the physiologic 
permeability of the lacrimo-nasal communication 
ean be demonstrated by the spontaneous passage 
into the nose of a colored solution which has 
been instilled into the conjunctival sac. These 
requirements come pretty close to measuring up 
to the normal drainage of the lacrimal secre- 
tions. 

Out of 115 eases which had been checked in 
1922, 104 showed total relief of dacryocystitis 
and epiphora, or about 90%. In June 1925, Dr. 
Dupuy-Dutemps stated that, to date, he had 
done about 500 operations with total relief in 
97% of the cases. This is an unusually high 
percentage of cures, higher, in fact, than accom- 
plished by any other operation performed for 
this purpose. 


Since September 1925, it has been possible 
for the writer to bring to the operating table 
only 31 cases of chronic dacryocystitis in pa- 
tients whose histories have varied from one to 
fifteen years’ duration. Two of these patients 
had double chronic dacryocystitis, making the 
total number of operative cases 33. These cases 
were done under ether and with the profuse 
bleeding which always accompanies this kind of 
anesthesia. For illumination, the Cameron head- 
light was used; otherwise, the technique above 
described was followed as closely as possible. 





All of these cases were followed for one 
month, at the end of which time all could be 
classified as ‘‘complete cure’’ with the excep- 
tion of three cases. Of these three cases, one was 
a ‘‘complete failure’’ and the other two would 
come under the classification of ‘‘partial suc- 
cess.”’ 

Dupuy-Dutemps and Bourguet reported the 
results of their operation on several occasions 
between June 1920. and May 1924*; and in ad- 
dition at a conference in Barcelona in February 
1925, gave statistics on 420 eases. 

As far as ean be ascertained, the writer is 
giving the first description of their technique 
with a report of a series of cases which has been 
published in English. 

Personal observation of these few cases, to- 
gether with the very high percentage of success 
reported by Dupuy-Dutemps and Bourguet, 
leads to the belief that here is a method for re- 
lief of chronic dacryocystitis and its attendant 
epiphora well worth while copying, developing, 
and perfecting by ophthalmic surgeons. 


* “Note preliminaire sur un procede dé dacryocysto-rhinosto- 
mie’, Soc. d’Ophthal. de Paris, June 1920; ‘‘Procede plastique 
de dacryocysto-rhinostomie et ses resultats’’, Ann. d’Oculistique, 
Avril 1921; ‘‘La dacryocysto-rhinostomie plastique et ses re- 
sultats’’, Soc. franc. d’Ophthal., Mai 1921; ‘‘Cure de la dacryo- 
cystite chronique commune et du larmoiement par la dacryo- 
cysto-rhinostomie plastique’, Acad. de Med., Novembre 1921; 
“Cure de la dacryocystite chronique et du larmoiement par 
la dacryo-rhinostomie plastique’, La Presse Medicale, Septembre 
1922; “Statistique de 299 cas’’, Soc. franc. d’Ophthal., Mai 1924, 
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CHARLES KNOWLTON’S REVOLUTIONARY INFLUENCE ON THE ENGLISH 


BIRTH 


RATE 


BY NORMAN FE. HIMESt 


VER since man began to wrestle with natural 
forces on this planet, at least a few things of 

real importance have profoundly modified the 
civilization he has been trying to build. Among 
these may be mentioned the invention of the 
wheel, of gunpowder, of printing, the harnessing 
of productive forces which one associates with 
the Industrial Revolution, as well as that newer 
economic revolution, in which America at the 
moment happens to be leading the world, aiming 
at a more equitable distribution of wealth. One 
does not need to possess a particularly keen sense 
of reality to recognize the indubitable fact that 
these events have had, and are having, a radical 
influence upon our civilization and our welfare. 
I assert that the invention of methods of con- 
trolling conception must take co-drdinate rank 
with any of the forces just mentioned. Julian 
Huxley has described this new social force as 
“fone of the few important biological inventions 
made in historical times.’’ He adds that ‘‘the 
discovery of anaesthetics and that of various 
methods of killing or weakening the action of 
harmful bacteria are the only others that are in 


tFor record and address of author see ‘“‘This Week’s Issue,” 
Page 488, 





the same street with it,’’ while Sir William 
3everidge, a leading English economist, has put 
himself on record as believing that ‘‘the years 
about 1880 [i. e. the years about which the Eng- 
lish birth-rate began to decline] are an epoch in 
human history as important as those which wit- 
nessed the introduction of gunpowder or the 
printing press.’’ Any social force as significant 
for social progress or for social retrogression as 
contraception demands more serious attention 
than it has yet received. 

In this paper, however, I intend to confine my 
remarks to one point, namely, to the primary 
role which an obscure and forgotten western 
Massachusetts physician [Charles Knowlton 
(1800-1850) ], has played in England in the 
procreative revolution known as the declining 
birth-rate. One need not labor the point that 
such a metamorphosis is upon us and that it will 
bring with it changes of importance.” In Eng- 
land the birth-rate began to take a new turn 
downward in the years 1876-1880 (allowing a 
margin of a few years for the delicate problems 
associated with the accuracy of birth registra- 
tion). So general has this decline now become 
that it characterizes the vital history of the na- 
tions of the civilized world. Sir Bernard 
Mallett, the English Registrar General, Sir Ar- 
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thur Newsholme, the vital statistician, and Sir 
William Beveridge, to mention only a few, agree 
that the considerable decline has come about in 
the main owing to the diffusion of contraceptive 
knowledge in the period 1876 to the present. 
Other theories to the effect that the decline has 
been due to mystical factors such as ‘‘race physi- 
ology’’, or to an increase in involuntary sterility 
have never gained material acceptance with 
population authorities. Nor have there been ap- 
preciable changes in the age composition of the 
population, in the marriage rate, or in the pro- 
portion of women of child-bearing age to the 
general population. These factors, then, cannot 
account for the decline. The only explanation 
that will meet all the facts is that there has been 
a great increase in control over conception. 

The decline of the English  birth-rate 
in the period 1876-1927 has been notable. 
During 1876, (the peak year,) the birth-rate 
stood at 36.3 per thousand. For _ the 
last quarter of 1927 it was 15.4, while the low 
figure of 16.7 was reached as an average for the 
whole year. In a word, the birth-rate has been 
halved in fifty years. 


Although this change has been an adaptive 
response to the requirements of a new mode of 
life brought about by many long-run social and 
economic forces, it is, nevertheless, true that the 
‘declining birth-rate in England has been, in a 
measure at least, the result of the personal work 
and influence of Dr. Charles Knowlton. While 
the Industrial Revolution, by automatically rais- 
ing standards, gave an additional impetus to the 
motives for family limitation; while the loosen- 
ing of the bonds of religious orthodoxy, the rise 
of Rationalism, Utilitarianism, and of popular 
education have cleared away impediments 
to its introduction into society; and while 
the ‘‘emancipation’’ of women and Femin- 
ism have reinforced both the motives and the 
tendency, the proposition is demonstrable none- 
theless, that the decline in the English birth-rate 
has been made possible to a considerable extent 
by the personal efforts of a small group of in- 
dividuals in which the name of Charles Knowl- 
ton will forever hold a conspicuous place. 

The record of this interesting, not to say extra- 
ordinarily influential personality in the history 
of medicine has found no place either in our his- 
tories of medicine or in general or medical dic- 
tionaries of biography. Although I cannot en- 
ter here into the details of Knowlton’s life—that 
will be treated in extenso in a work which I hope 
to publish in a few years entitled ‘‘A Documen- 
tary History of the English Birth Control Move- 
ment: 1820 to the Present Day’’—a few words 
about his career may not be amiss. 

Knowlton’s English ancestors first set foot on 
American soil about twenty years after the land- 
ing of the Pilgrims. More immediately, Charles 
Knowlton (1800-1850) was the son of Stephen 
Knowlton, a farmer [second son of Ezekiel 
Knowlton, Sr., (1736-1810) a Revolutionary war 








captain] and of Comfort White of Phillipstop 
Massachusetts. He was born on May 10, 1800, at 
Templeton, Massachusetts, and died suddenly of 
angina pectoris in Winchendon, Massachusetts, 
on February 20, 1850. 


Knowlton’s early life was spent on his father’s 
farm and in performing odd services in an at- 
tempt to finance his medical education. Al. 
though he possessed little formal education 
Knowlton achieved a medical training by study- 
ing with various practitioners in Massachusetts 
and New Hampshire and by attending the 
courses of medical lectures at Dartmouth. Sur. 
mounting the difficulties of an impecunious stu- 
dent, he received the M.D. degree in 1834 and a 
few years later became a fellow of the Massachu- 
setts Medical Society. 


On the 17th of April, 1821, he married 
Tabitha F. Stuart of Winchendon. The next 
few years were spent in several western Massa- 
chusetts towns, notably in Hawley, Adams, and 
Ashfield. He did little settling, however, and 
less practicing. Mentally preoccupied with the 
problems of Materialism, he published in 1829 
his ‘‘Modern Materialism.’’ While it had little 
influence, it is useful (as is his scattered pub- 
lished correspondence) in revealing to us the 
extent of that religious heterodoxy and indepen- 
dence of opinion which was soon to make his life 
personally uncomfortable but socially all the 
more useful. 

The partial biography of Knowlton, which ap- 
peared nearly eighty years ago in this journal’s 
predecessor, the Boston Medical and Surgical 
Journal, and which was based on ease books con- 
taining biographical material, carried the events 
of his life down to 1830 only. The account made 
no mention of the fact that he was the first 
American physician to write a treatise on what 
is now popularly known as ‘‘birth control,’’ and, 
in the nature of the case, it could not deal with 
his influence upon English civilization, since, as 
I shall presently show, the greater part of that 
influence was exerted after his death. 

In 1832, Knowlton left an imprint on English 
life by virtue of the anonymous publication, of 
the first edition of ‘‘The Fruits of Philosophy ; 
or, the Private Companion of Young Married 
People,’’ |** By a Physician,’’ New York, 1832], 
of which no copy seems to have survived. The 
date of the first edition which was gleaned from 
a court record of its first prosecution in Taunton, 
Mass., in 1832, is thus set back one year from the 
date commonly accepted as the correct one. A 
second edition [32 mo.], of which a unique copy 
is preserved in the treasure room of the Harvard 
College Library, was published undoubtedly by 
Abner Kneeland of Boston in 1833. Other 
American editions followed until the ninth of 
1839. In 1877 a group. of Boston physicians, 


connected I believe with the Harvard Medical 
School, thought well enough of the work to re- 
print it in a special subscription edition. Of this 
edition two copies are known to be extant, one 
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being at the Harvard Medical School and the 
other in the author’s collection. 

While the Fruits of Philosophy was character- 
ized by a few idiosyneracies of phrase, it was, on 
the whole, a temperate discussion of the desir- 
ability, on medical, economic, and social grounds, 
of putting into the hands of married people the 
means of controlling conception. The first chap- 
ter (of the second American edition) bears the 
title: ‘‘Showing how desirable it is, both from a 
political and social point of view, for mankind to 
be able to limit at will, the number of their off- 
spring, without sacrificing the pleasure that at- 
tends the gratification of the reproductive in- 
stinet.’’ Chapter IT is devoted to an elucidation 
and criticism of various theories of generation 
and to a presentation of the author’s own theory. 
In Chapter III (‘‘Of Promoting and Checking 
Coneception’’) there are discussed four methods 
of conception control, one group of which (the 
chemical checks) Knowlton .believed—nistaken- 
ly, I think—to be original with him. Other 
chapters elaborated the author’s views on the 
social aspects of the problem. The appendix is 
notable in that it quoted Richard Carlile’s 
‘‘Every Woman’s Book’’ (London, 1826) show- 
ing that the first book in the English language 
exclusively devoted to birth control was known 
in America at that time (1832-33). 


At Taunton, Knowlton was fined fifty dollars 
and costs ($27.79) for publishing his book, while 
at Cambridge, Massachusetts,—upon the com- 
plaint of a Lowell physician—he was sentenced 
on December 10, 1832, to three months imprison- 
ment at hard labor. The sentence, which he 
served, aroused very little public attention, and 
there was no organized protest save that issuing 
from a small band of Free Inquirers in Pitts- 
burgh. A few newspapers, however, thought the 
punishment both excessive and unwise. 

Prosecutions did not stop the sale of the work, 
the circulation of which Knowlton avows he care- 
fully restricted. Kneeland continued to adver- 
tise and sell it not only at his office but through 
his agents. At least three thousand copies were 
sold in a year and half, while a pirated edition 
(no copy of which is known to be preserved) was 
also circulated. 

At the Greenfield prosecutions (1834-1835), 
which orfginated with an Ashfield clergyman, the 
case against Knowlton and his medical partner 
(Dr. Roswell Shephard) was nol prossed. For 
upon two previous oceasions the jury had been 
unable to agree. With this decision there were 
no more prosecutions in America, although there 
was to be a noisy one in England some years 
later. Shortly after the publication of the ma- 
tured edition of 1839 the work seems to have 
been forgotten in this country until the trial 
about to be dealt with revived interest in it. 

Far from being forgotten as in America, the 
work was destined in England to create some- 
thing of a sensation. While up to 1839 prob- 
ably not more than 10,000 copies were sold here, 





hundreds of thousands were ultimately to be sold 
in England. Moreover, the prosection of 1877-79 
known as the ease of Regina v. Charles Brad- 
laugh and Annie Besant was destined to stimu- 
late publie interest in still other works of the 
same kind, to increase the circulation of such 
tracts enormously, and even to create a market 
for, if not actually to cause the introduction of, 
a more effective contraceptive. 


Reprinted as early as 1834 by James Watson, 
the London publisher of Freethought literature, 
the work was issued also by Austin Holyoake, 
Holyoake & Co., F. Farrah, and Charles Watts. 
For forty odd years this six-penny pamphlet 
circulated quietly in the relatively small quan- 
tity of only a thousand a year—this despite 
the fact that the work was regularly advertised 
in the columns of the leading Freethought jour- 
nals of the period. Between 1834 and 1876 the 
circulation of all the English editions approxi- 
mated 42,000 copies. 


The publicity attending the trials of Brad- 
laugh and Besant, however, changed this quiet 
but limited percolation into something hardly 
less than an inundation. The circumstances 
which brought about this increased rate of dif- 
fusion of birth control information may rapidly 
be summarized as follows: One Henry Cook of 
Bristol, who (it has been alleged) interleaved 
obseene pictures with a Watts edition of Knowl- 
ton’s pamphlet, was, as a consequence, sentenced 
to two years imprisonment at hard labor. 
Charles Watts, the London publisher, was in 
turn prosecuted, but upon pleading guilty, got 
off comparatively easily. However, Charles 
Bradlaugh, (an avowed Neo-Malthusian since 
the ’sixties) editor of the National Reformer, 
and Annie Besant, his co-worker in the Free- 
thought movement, believed the pamphlet to be 
not only decent but highly useful. They felt 
that if their Freethought predecessors, whom 
they were accustomed to laud and esteem, had 
been distributing obscenity for the past forty 
years, and if their generation had just awakened 
to the fact, the less that was said about those 
predecessors the better. A test case seemed 
necessary in order that the legality of the sale of 
the pamphlet might be determined. Having re- 
solved to defend the right of publishing Knowl- 
ton’s work, Bradlaugh and Besant organized the 
Freethought Publishing Company for the ex- 
press purposes of reprinting the pamphlet and 
pushing its sale. The London police were noti- 
fied of the time and place of intended distribu- 
tion. Upon arrest, the defendants were first 
tried at the Guildhall. After the case was taken 
to the Central Criminal Court it went to the 
Court of Queen’s Bench (High Court of Justice) 
on a writ of certiorari and was there tried be- 
fore Lord Chief Justice Cockburn. <A lucid and 
cogent argument on the desirability of getting 
contraceptive information to the poor was pre- 
sented by Mrs. Besant, while Bradlaugh, who 
was an able lawyer, was successful in quashing 
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a somewhat adverse decision. In this manner 
the case of Regina v. Charles Bradlaugh and 
Anne Besant ended victoriously, and the right of 
publication was vindicated. 

The effect of this last prosecution of the 
Knowlton pamphlet was electric. Its circulation 
increased rapidly. In three years and a half (up 
to August 28, 1881) 185,000 copies of the Brad- 
laugh-Besant edition were sold at six pence each. 
The publicity of the trial caused other editions to 
be brought out in such provincial towns as Shef- 
field, Wakefield, and Neweastle. Others re- 
printed it in London and possibly additional 
English editions were issued that I have not been 
able to trace. French and Dutch translations 
appeared. I should estimate that the sales of the 
miscellaneous English editions, other than the 
Bradlaugh-Besant edition, reached 50,000 - to 
100,000. Adding the smaller figure to the cir- 
culation reached by the Bradlaugh-Besant edi- 
tion, we have a total of 235,000 attained in a 
relatively short period. If one were to include 
the English circulation reached before 1876 
(42,000), the total would be 277,000. 

How much the notoriety of this legal tussle in- 
creased the sales of a score of similar tracts we 
have no means of ascertaining, but there is every 
reason to believe that there was a substantial up- 
ward movement in the numbers distributed and 
that this was out of all proportion to the in- 
crease in the numbers and the literacy of the 
population. The National Reformer, in reprint- 
ing full accounts of the trial in the Guildhall, 
mentioned the titles of many other books giving 
similar information, some issuing from esteemed 
publishers. The cireulation of these may have 
been increased. 

Shortly after the right of publication had been 
assured, the Knowlton pamphlet gave way to 
Anne Besant’s ‘‘The Law of Population’’, which 
elucidated even more ways of controlling con- 
ception than the ‘‘ Fruits of Philosophy.’’ This 
was first issued in January, 1879, to re- 
place Knowlton’s tract which was much 
out of date. Two points are significant 
in connection with my thesis that Knowl- 
ton’s work had much direct and still more indi- 
rect influence upon the English birth-rate. They 
are (1) that the publication of ‘‘The Law of 
Population’’ was one of the results of the prose- 
eution of the Knowlton pamphlet; (2) that up 
to 1891—that is, within twelve years—at least 
175,000 copies were sold in England at six pence 
each before it was withdrawn when Mrs. Besant 








became a theosophist and renounced her Neo. 
Malthusian views. At that time other publish. 
ers, wishing to continue the sale, offered a liberal 
sum for the copyright, but Mrs. Besant refused 
to sell it. It was reprinted in America, however, 
as well as in Australia, where an unsuccessful 
attempt was made to prosecute it. It is also 
worthy of note that this and similar pamphlets 
were sometimes bound together with advertise. 
ments on separate sheets stating where the read- 
er could procure modern contraceptive supplies. 

It is not at all unlikely that the Knowlton 
trial was responsible for the introduction into 
England of modern contraceptives. The adver- 
tisements mentioned above frequently offered 
for sale these appliances and are the first English 
advertisements dealing with them that I have 
seen. I am informed that Dr. Henry A. Allbutt, 
who later suffered some rough handling by the 
Medical Council, was responsible for the intro- 
duction of some of these appliances. The date 
is probably the early 1880’s. While I do not 
consider the point established that Dr. Allbutt 
is responsible for this innovation, I consider it 
clear that if the Knowlton prosecution did not 
actually cause the introduction of these appli- 
ances, it certainly created a market for them and 
paved the way for their popularity. 

Returning to the extent of the circulation of 
contraceptive literature given currency by virtue 
of the notoriety of the prosecution of Bradlaugh 
and Besant, one finds that in the period 1876 to 
1891 a minimum of 410,000 copies of only two 
pamphlets were distributed. This figure includes 
the circulation only of the ‘‘Fruits of Philoso- 
phy’’ and the ‘‘Law of Population.’’ In this 
sum of nearly half a million I have not included 
the 42,000 copies of the former circulated be- 
tween 1834 and 1876. Nor have I added an 
estimated increase in the circulation of many 
other works of similar nature such as Robert 
Dale Owen’s ‘‘Moral Physiology.’’ This able 
and virtuous tract, which was reprinted by Ed- 
ward Truelove, was the subject of a successful 
prosecution in 1878. It was during the mid-part 
of the century, and particularly in the seventies 
and eighties, that Dr. George Drysdale’s ‘‘ Ele- 
ments of Social Science’’, first published in 1854, 
was making notable strides toward reaching its 
ultimate goal of thirty-five English editions and 
translations into at least ten European lan- 
euages, these foreign editions, in turn, going 
through several printings. Not many years after 
the Knowlton trial, Dr. H. A. Allbutt published 
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“he Wife’s Handbook’’. How many were sold 
in the eighteen eighties I have no means at pres- 
ent of ascertaining ; but I know that the pamph- 
let has now passed the half million mark. This 
figure represents sales ; it was never gratuitously 
distributed. One might go on to trace the cir- 
culation of numerous other books and tracts, 
some of which had been quietly circulated to a 
modest extent before the trial but which sudden- 
ly found a more interested reading publie con- 
sequent upon the Bradlaugh-Besant prosecution. 
I am certain that not less than a million tracts 
furnishing elaborate contraceptive information 
were sold between 1876 and 1891. I am inclined 
to the belief that two million would be the more 
accurate figure. Upon another occasion I hope 
to show that approximately six to eight million 
books and tracts giving such medical details have 
been distributed in England in the period 1918 
to 1927. Since the war there has been a great 
increase in interest in the subject and the figure 
of two million for the period 1876 to 1891 would 
seem by comparison conservative. 

If this literature was bought to this extent, 
how extensively was it read? Is it not reason- 
able to suppose that the pamphlets were passed 


around to a certain extent? If we assume that 
the heads of two households received this in- 
formation for every pamphlet purchased, ap- 
proximately four million married couples se- 
cured the knowledge requisite to limiting their 
families. Many of these pamphlets doubtless 
went no further than the household of the pur- 
chasers. To offset this consideration is the well 
established fact that women frequently broach 
such matters in discussions among themselves. 

These considerations, however, are not essential 
to the validity of my thesis. Even if they must 
be denied, there is still reasonable support for 
the thesis that the diffusion of contraceptive in- 
formation in the period studied was extensive; 
that presumably many acted upon the newer 
knowledge and began limiting their families; 
that while it is possible to exaggerate the rapid- 
ity of this change, it is true that the prosecution 
of the Knowlton pamphlet enormously acceler- 
ated it; and that, in so far as these propositions 
are true there are also grounds for the conten- 
tion that Charles Knowlton, the obscure Massa- 
chusetts physician, had a most significant influ- 
ence, directly and indirectly, upon English 
civilization. 
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SUNLIGHT BENEFICIAL TO HEALTH, BuT EXTENSIVE 
SUNBURN SHOULD BE AVOIDED 


Almost every new discovery in the scientific or 
medical field becomes a fad and is often carried to 
the extreme. Scientific workers have recently shown 
the necessity and importance of sunlight for the main- 
tenance of the health of children and adults. The 
beneficial action of sunlight in the cure of certain 
diseases of children and adults has also been pointed 
out. 


One of the things which have been advocated a 
great deal recently, and which has proven of much 
benefit for chlidren, is the sun bath. These sun baths 


are healthful not only because the child receives the 
beneficial direct rays of the sun but also because of 
the fresh air which it is thus bound to receive regu- 
larly. 

Scientists have shown that direct sunlight not only 
prevents rickets, but, if given regularly, will ward off 
many of the illnesses which are common in children. 
Tuberculosis would suffer a sharp decline among 
children if all mothers gave this simple treatment 
to their children. 

In giving sun baths to the children, it is well to 
keep the following facts in mind: 

1. Exposure to the sun must be gradual or else 
the child may receive a sunburn. 





2. At first give the baby direct sunlight for about 


ten minutes. Increase this bath from three to five 


minutes daily until he receives exposure one hour 
in the morning and one hour in the afternoon. This 
will vary depending on how the skin reacts to the 
exposure. 

3. Be sure that the exposure is carried on in some 
spot sheltered from the wind. 

4. Sun baths may be given on enclosed porches 
or in the house, provided the sun can shine on the 
child unobstructed by glass. 

5. Certain special kinds of glass have been de- 
vised which permit the passage of the majority of 
the beneficial rays of the sun. Such glass may be 
used if desired. 

The above directions also apply to adults, who 
should observe similar precautions and avoid pro- 
longed or sudden exposure to sunlight, as injurious 
or even dangerous sunburn may result if the sunburn 
is extensive. 

In case sunburn does occur, the following has been 
found to be useful: 

Make a lotion as follows: Take one-half a pint 
of hot water and stir into it a level tablespoonful 
of boric-acid powder; then add 20 drops of carbolic 
acid, and shake well. The solution should be dabbed 
on the inflamed skin with a small piece of cotton 
or sprayed on with an atomizer. It should not be 
rubbed into the skin. It can be applied every half 
hour, if necessary. If no medicine is available, cold 
compresses will give relief to badly burned areas. 
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THE GENERAL PRACTITIONER OF MEDICINE AND HIS RELATION 
TO SURGERY* 


BY JOSEPH J. COBB, M.D.T 


INCE 1881 I have been engaged in the gen- 

eral practice of medicine and surgery. My 
work has been chiefly that of the family physi- 
cian and the industrial surgeon. Living and 
working in a small country town for ten years, 
and later in a small city, it has been impossible 
for me to specialize in any one branch of the 
medical art. 

During these forty-seven years there have 
been wonderful changes and advancements in 
every department of medical practice. In the 
old days the doctor was properly labelled “‘ phy- 
sician and surgeon’’. There were only a few 
specialists in surgery and none except in the 
large cities. So many new discoveries have been 
made in our profession, so many refinements in 
practice, that it has become necessary to divide 
and sub-divide the doctor’s work. We now have 
specialists in many departments of practice. In 
our small cities, villages and towns, however, the 
doctor must still be both physician and surgeon. 

The questions of just how much and to what 
extent the general practitioner should engage in 
what we may eall major surgery is a subject 
which I think worthy to be seriously considered 
in a paper at this time. In our large cities, where 
there are well equipped hospitals and many 
trained surgeons, who limit their work to sur- 
gery, there seems to be only one answer to this 
question. But in places away from these medi- 
eal centers, a different solution to the question 
must be found. 

The expert surgeon specialist is not at hand. 
Emergency cases are often seen in which the 
delay in obtaining one may cause the loss of life 
that could have been saved by an immediate op- 
eration. 

It therefore follows that in such localities 
some of the general practitioners must be qual- 
ified and prepared to operate upon all cases of 
emergency needing surgery. It is true, of course, 
that the automobile and good roads in both sum- 
mer and winter have changed this situation to 
some extent; nevertheless, the general statement 
ean be accepted that the general practitioner to 
be efficient and successful in the more remote 
locations mentioned must be prepared to treat 
all emergencies in surgery. 

For the more serious operations which are not 
immediately urgent the surgeon specialist can 
be called, or such patients can be taken to a 
hospital where the necessary surgical skill can 
be obtained. A gangrenous appendix is an emer- 
geney case. Also a ruptured ectopic gestation, 

*Read at the Annual Meeting in Manchester, May, 1928. 


+For record and address of author see ‘‘This Week’s Issue,” 
page 488. 





obstruction of the bowels in which vomiting or a 
beginning peritonitis is in evidence, is a most 
urgent emergency. Such a ease cannot wait if 
life is to be saved. 

In my own experience I ean recall several cases 
of intestinal obstruction which I remember with 
feelings of regret in two instances, and with feel- 
ings of satisfaction in several others. 

The first three cases which I saw many years 
ago, died. The first one, seen about forty years 
ago, refused operation. The next two were op- 
erated upon by competent surgeons, after a too 
long delay. During the last fifteen years I have 
found and immediately operated upon five cases 
with one death and four perfect recoveries. It 
may be of some interest to briefly record these 
cases. 


CASE I 


The first—was a baby boy about one year old. 
When seen by me he seemed to be very ill. He had 
been sick 2 or 3 days, apparently suffering some col- 
icy pain, had been given physic by the mother, but 
bowels had not moved for 2 days. He had commenced 
to vomit. Examination showed distention of abdo- 
men and a large left inguinal hernia which the 
mother had just discovered that morning and which 
had descended into the scrotum. It was very hard. 
Operation was made at our hospital as soon as pos- 
sible by opening the inguinal canal in the usual way. 
On incising the sac, a portion of the large intestine 
was found imbedded in the scrotum and was very 
dark in color. After reduction normal color soon re- 
turned, but at this moment the baby stopped breath- 
ing and seemed near death from shock. He soon re- 
vived and operation for hernia was completed. He 
made a rapid recovery with the hernia cured. 


Cases II anp III 


The second and third cases occurred in the same 
patient, a woman about 60 years old. The two ob- 
structions were caused by the impaction of large gall- 
stones which completely blocked the lumen of the 
gut. The first stone was found about 16 inches above 
the cecum and the second one six months later was 
found 12 inches nearer the stomach than the first, 
the scar of first operation being plainly seen. It was 
a simple matter to incise the gut, roll out the stone 
and close the incision. This patient made a prompt 
recovery from the second operation as she did from 
the first. She died a year or more later from heart 
disease. The interesting feature about this patient 
was the fact that she gave no history of any previous 
attacks of hepatic colic. 


CaAsE IV 


The fourth patient was a girl about 12 years old. 
She had been very ill for three days when first seen 
by me. She was an only child. The symptoms of 
pain, distention of abdomen, with rigidity and vom- 
iting, together with the history given indicated a 
gangrenous appendix, which was my diagnosis. The 
operation done three hours later at the hospital dis- 
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closed a normal appendix but a tumor mass was lo- 
cated in the middle of the abdomen near the um- 
pilicus. This mass when drawn out through an en- 
larged incision proved to be an intussusception of the 
jleum-about 16 inches above the cecum. The gut was 
gangrenous and reduction was impossible. I was 
obliged to cut away the whole tumor mass. Then I 
closed both ends of the gut and made a lateral an- 
astomosis. This operation was entirely new to me. 
It took a long time, about two hours. The patient 
went back to bed in good condition, making a rapid 
and complete recovery. I will add that for safety, I 
placed a small cigarette drain which remained a few 
days, but there was only a little serum drainage and 
no sign of infection. 


CASE V 


The fifth and last case to record was a chronic ob- 
struction partial at first but later becoming complete, 
caused by multiple abdominal herniae. This patient 
was a woman about 50 years old. She had previously 
suffered similar attacks, getting relief by medical 
treatment. At this time no relief was obtained. She 
rapidly became toxic without vomiting. As a last 
hope to save life an enterostomy was done to secure 
fecal drainage. She died in a few hours from tox- 
aemia. 


These recorded cases are mentioned to illus- 
trate a class of emergencies met by the general 
practitioner and which must be operated upon 
without any delay. Two of these four cases had 
progressed so far when seen by me that they 
had begun to vomit a dark colored liquid having 
a fecal odor. At the time these cases occurred 
there were no surgeon specialists nearer than 
Portland or Hanover. 


In addition to such emergency cases the gen- 
eral practitioner must be the surgeon for a large 
variety of injuries incident to industrial occupa- 
tions and to the country life. The difficulty les 
in making a proper selection of the class of sur- 
gical work which he should do himself, and that 
which he should refer to the specialist. As a 
general statement I will say that he should do all 
the work that he knows he ean do well with the 
assistance of other local doctors near at hand. 
The best interests of the patients must determine 
this in all instances. 


It is very difficult to state or even indicate 
the kinds of surgical work that should be at- 
tempted by the general practitioner, other than 
emergency and industrial surgery. There is cer- 
tainly a limit. Drainage of the pleural cavity 
for empyema, operation upon a fractured patel- 
la, amputations for crushed limbs, and opera- 
tion for the cure of inguinal hernia, and the like, 
are not difficult to perform and are, I think, 
operations that may be done by the general prac- 
titioners. Appendectomy is often done by them. 
Drainage of the gall bladder, cystectomy and 
also hysterectomy are oceasionally done. These 
last three are surely getting near or a little over 
the border line, and should be performed by a 
good surgeon. When the general practitioner 
gets to doing surgery it seems to be extremely 
hard for him to realize just where he should 
stop. In my opinion operations upon the stom- 
ach, either partial excision or gastroenterostomy, 





operations upon the kidney or ureter, goiter 
operations, orthopedic work, like bone splinting 
for un-united fractures, or operations upon the 
bladder or prostate, should be reserved for the 
expert surgeon who has had much experience in 
such surgery. Cystostomy, as the first 
state of a prostatectomy can, of course, be 
done by the general practitioner surgeon, and 
also operation for a ruptured ectopic gestation 
which is an emergency. Gunshot wounds may 
be classed as emergencies. It is understood that 
all operations herein mentioned as suitable for 
the general practitioner and the surgeon spe- 
cialist are to be considered only as types of sur- 
gical work, appropriate for each, since absolute 
rules for individual surgeons cannot be stated. 

There are many general practitioners who do 
not choose to do any major surgery. They may 
not be favorably located for this work, or they 
may not be fitted temperamentally for it. They 
are obliged to call in a surgeon to operate for 
them. These are situations in which there 
should be the best possible co-dperation between 
the family physician and the surgeon. When the 
family physician by his general knowledge and 
diagnostic skill has recognized the fact that he 
has an acute dangerous condition to deal with, 
that a surgeon is needed at once, and calls one 
who does an operation that saves a life, it 
should be understood by all parties concerned, 
and generously acknowledged by the surgeon, 
that the physician has contributed as much to- 
ward the saving of such a life as has the surgeon. 
It is perfectly easy for the surgeon to leave that 
impression with the family if he wishes to do so. 
Such a generous act on his part illustrates one 
phase of what I mean by a proper co-dperation 
between the surgeon and the physician. When 
the bill for such a service is paid, the family 
physician should receive his just portion of the 
fees commensurate with the value of his ser- 
vices rendered. 

Sometimes the attending physician will be 
called to cases that may or may not prove to be 
surgical. He will be in doubt, then he should 
call a surgeon as a consultant and the surgeon 
must assume the responsibility of diagnosis and 
treatment. 

The general practice of medicine in places re- 
mote from hospitals or medical centers is today 
a most difficult vocation. ‘ Many towns in our 
state are without a local physician, as has been 
shown by recent surveys made by committees 
from this society. These people need medical 
service. There are well trained young physi- 
cians in our cities waiting for practice, who need 
the remuneration for such service. 

It seems to me that in some way, perhaps by 
a better co-6peration between these people and a 
local physician, and also by a correct, ethical 
co-Operation between him and his consultants, 
that some of these young physicians could be in- 
duced to locate in such towns and engage in the 
general practice of medicine. 

In conclusion I want to emphasize what I have 
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already stated, namely, that in the large medi- 
eal centers the general practitioner is not re- 
quired, or expected, to be asurgeon. Only minor 
surgery is done by him, all major surgical cases 
are taken to the hospital. But in small cities 
and towns, to be efficient and successful, the gen- 
eral practitioner must be a surgeon to the ex- 
tent that he can operate upon all cases of emer- 
gency, and properly treat all accidents incident 


to the industrial occupations and to the country 
life. 


Discussion 


Dr. Davin W. Parker, Manchester: The key- 
note of Dr. Cobb’s paper is, I believe, contained 
in the following quotation: ‘‘ As a general state- 
ment, I will say that he (the general practi- 
tioner) should do all the work he knows he can 
do well with the assistance of other local doctors 
near at hand. The best interests of the patients 
must determine this in all instanees.’’ This 
means, however, that the doctor who accepts the 
responsibility of major surgery must, in justice 
to his patient, be equipped to meet any emer- 
gency which may arise during an operation, or 
to deal with any unexpected pathology. No one 
realizes as well as the man who is doing abdom- 
inal surgery constantly, how frequently the sup- 
posedly simple operation may develop into one 
which will require the highest degree of skill and 
experience. 

I think the important factor in this question 
is not whether or not the so-called general practi- 
tioner should do surgery, but whether this par- 
ticular practitioner has had a sufficient prelimin- 
ary surgical education, training, and experience 
to enable him to have an accurate knowledge of 
living pathology and to develop surgical judg- 
ment as well as technique. 

The fact that a man does general practice 
does not necessarily mean that he is not com- 
petent to do surgery. There are many doctors 
of this class in our state who are competent and 
are doing good surgery. I do believe, however, 
that the doctor, without any special surgical 
training, who occasionally goes into an abdomen 
incurs a very heavy responsibility. His mor- 
tality rate may not be particularly high. Clean 
hands, rubber gloves, and well recognized mod- 
ern aseptic technique take care of this. It is the 
morbidity rate, the unrelieved patient, the in- 
complete operation, or the unnecessary operation 
due to mistakes in surgical judgment or ignor- 
ance of surgical pathology that brings discredit 
on surgery. 

Dr. Cobb dwells on surgical emergencies. I 
agree with him absolutely that life will oecasion- 
ally be saved by immediate intervention by the 
man on the ground; this applies particularly to 
traumatisms. I do feel, however, that the term 
‘‘surgical emergency’’ is very elastic and that 
its correct interpretation depends on the weigh- 
ing of many problems which require a consider- 
able knowledge of surgical diagnosis, and of the 





relative dangers of immediate operation, or of 
operation delayed until possible recovery from 
an initial shock in a given condition takes place; 
a knowledge which can be gained only from ex. 
perience and a familiarity with the literature 
on the subject. 

With the ever increasing wealth of literature 
on every medical subject so easily available to 
even the remotest practitioner, the percentage of 
desperate emergencies is progressively decreas- 
ing and will continue to decrease with the earlier 
recognition of a probable surgical emergency 
before the real imperative emergency occurs, 
Intestinal obstruction manifests itself by a train 
of symptoms which are strongly suggestive long 
before fecal vomiting occurs. It is my firm con- 
viction that more lives will be saved by going 
into a suspected surgical abdomen than by defer- 
ring operation until an unquestionable diagnosis 
can be made. 

Eetopie pregnancy always has a suggestive 
history and these women seldom die from their 
first hemorrhage or even several. Polak states 
that from a very large series over 90% were of 
the tubal abortion type with progressive hemor- 
rhages. Strangulated gut does not go gangre- 
nous for a period of hours. An acute appendix 
should be removed on diagnosis. 

I appreciate that not infrequently the family 
physician is confronted with a patient who 
through ignorance or neglect has delayed seek- 
ing medical advice until a desperate condition 
exists. Here, of necessity, the doctor must use 
measures of relief at his immediate command. 
Fortunately this class of cases is decreasing and 
will continue to decrease through direct educa- 
tion of the public. 

I feel that New Hampshire is fortunate in 
having at the present time a sufficient number 
of surgeons and general practitioner surgeons 
distributed all over the state so that the people 
will not be obliged to suffer from lack of avail- 
able surgical skill, or that the man who feels 
himself incompetent will be obliged to rely on 
his own efforts. 


Dr. Homer H. Marks, Berlin: Somehow or 
other after reading Dr. Cobb’s paper the other 
day it has been impossible for me to concentrate 
on the things and work out any discussion fur- 
ther than what he has included. In other words, 
it seems to me it is a splendid and unusual pa- 
per. His record is proof positive that the gen- 
eral practitioner of good judgment aided by 
competent assistants can do major surgery. 

In a State like New Hampsire with a sparse 
and widely scattered population it isn’t possible 
for more than a comparatively few men to devote 
their time to surgery, and with the gradual de- 
velopment and organization of well equipped 
.hospitals in all the larger communities it was 
inevitable and is inevitable that more and more 
men, general practitioners so-called, should de- 





vote an increasingly longer time to major sur- 
gery; and this in my opinion is as it should be. 
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Today it is possible for the general practitioner 
by frequent excursions to the metropolitan cen- 
ters and by other means at his disposal to equip 
himself to do this class of work. And my obser- 
yation is that the surgery being done by the 
general practitioner throughout the State com- 
pares very favorably with the surgery that is 
done anywhere. I think that the general prac- 
titioners are not lacking so much in surgical skill 
as they have been careless or hasty in making 
their diagnoses. If the general practitioner of 
medicine is to do surgery, he must devote every 
possible means at his disposal to make the cor- 
rect diagnosis in his cases, and in no other way 
can he become competent to perform major sur- 
gery that is creditable either to his patient or 
to himself. To me that is the key-note of the 
whole situation. 

In our City of about 17,000 with quite an out- 
lying district a good deal of surgery is being 
done, a good deal of needless surgery is being 
done; and it is done because there isn’t a thor- 
ough diagnosis. To my mind a pathologist, a 
man who ean do blood work, a man who ean use 
the microscope successfully, is an absolute essen- 
tial to a hospital organization if good surgery 
is to be attempted. And that is a thing we have 
neglected. Dr. Clow told me that over in his 
little hospital in Wolfeboro they just put in a 
woman there who has been doing splendid work 
and is able to help them in their diagnoses. We 
are constantly coming across surgical mishaps 
and surgical tragedies that could have been 
avoided if correct diagnoses had been made. 

The other important thing in discussions of 
this kind is just how far the general practitioner 
should go, and here, as Dr. Parker says, the ques- 
tion has been so nicely answered that nothing 
further could be said. If we could employ the 
golden rule as laid down by Dr. Cobb, I am sure 
the surgery as done in the State of New Hamp- 
shire would be a credit to the medical profession. 


The only addition I could make to those men- 
tioned by Dr. Cobb as being border-line cases 
is this—it is impossible for one man to say how 
far the other should go. Reconstruction of 
joints, plastic surgery of all types, and surgery 
that is seldom encountered should be let alone in 
any case. If a correct diagnosis can be made 
and if it isn’t an emergency, it would better be 
referred to someone who is competent to do it. 


Dr. Louis W. Fuanpers, Dover: This is a 
subject which is very near to my heart. You 
men know, and there are no men who know bet- 
ter than you, how much we need doctors up 
here in Vermont and New Hampshire. When 
we ask the new graduates to come up and help 
us, this is what they reply: ‘‘If you will pay us 
city prices, if you will furnish a hospital, a 
pathologist and a corps of nurses, we will come,” 
just as though they had no responsibility what- 
ever in the matter, and that it was entirely up 


Every man is placed here to do something; he 
is not a free agent. He is here to do his part 
of the job to be done in this world, and I refuse 
to see it in any other light. Furthermore, it 
would help every recent graduate to come up 
here and put in a year or two of country prac- 
tice because he will see more kinds of eases than 
he will see in the city in the same time. 

I am not decrying the advanees science has 
made, but on the other hand, I sometimes think 
we are ultra-scientific. I disagree in a measure 
with my friend Dr. Parker. Sometimes if we 
waited for scientific methods the patient would 
be dead. Sometimes it becomes a question of 
whether we shall let the patient die with or with- 
out a doctor. (Laughter.) 

Two or three years ago a physician testified 
in this room that he was onee called to an emer- 
gency and found a man choking to death over 
a piece of beafsteak. He had no instruments 
with him to deal with a ease of that kind, but 
he eut off eighteen inches of his horsewhip and 
with that pushed the meat on into the man’s 
stomach. Not scientific, but he saved his pa- 
tient. 

The demand for scientifie treatment some- 
times leads us into unexpected paths. A year 
or two ago, while on a vacation in Vermont, I 
overheard the following conversation between 
two farmers. 

**T hear Bill’s wife is dead.”’ 

“Ten,”" 

‘What did she die of ?’’ 

‘Oh, some kind of a tumor I b’lieve.’’ 

‘*Couldn’t she ha’ ben operated on?’’ 

‘“Yes I s’pose so, but they would haf to carry 
her forty miles tew a hospital an’ Bill would 
have hed to sold a couple of cows to pay fer it 
an’ so they jest didn’t do it.’’ 

When I was associated years ago with Dr. 
Woodward of Brandon, Vermont, we would have 
scrubbed up the kitchen table and given that 
woman the chance te which she was entitled. 
So I say the country doctor, and the country 
surgeon sometimes, has to do the best he ean. 
It is nonsense to say that he must not touch this 
that and the other. He is confronted with an 
emergency, he is forty miles from a hospital, 
death is imminent and his patient is entitled to 
a chance. 

Again let me emphasize the fact that I rejoice 
in the progress we have made. Our methods are 
improving and our nomenclature is appalling. 
When my friend, the pathologist, invites me 
in to view the lovely eosinophile, I am filled with 
Joy because I, too, am a lover of the rosy dawn; 
but when I sit down to the Journal of the Ameri- 
can Medical Association, I am careful to have a 
Latin, a Greek and a medical dictionary at my 
elbow. Sometimes I feel like asking Doctor 
Fishbein to establish a ‘‘Children’s Corner’’ in 
the Journal, where the country doctor can have 
his little playthings and play without disturbing 





to country people to get doctors how and where 
they can. Now I don’t believe that for a minute. 


his ultra-scientifie neighbors. It would almost 
seem as though we were entitled to it when we 
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reflect that two-thirds of the United States is 
rural and only one-third urban. 

No, we cannot legislate people into living in 
the country. But it is just possible that we may 
be able to persuade certain young men that it 
will be for their advantage to come and live 
with us for two or three years. It sometimes 
happens that to youth comes the realization of 
that which usually dawns upon us in age, name- 
ly: that it is not wealth or position or ‘‘the ap- 
plause of listening senates’’ which really counts 
in this world. 


Dr. THomas W. Luce, Portsmouth: I think 
that this is rather a stimulating paper and I have 
got to say something. I think Dr. Richard Cabot 
has been quoted as saying that any man who 
classifies himself as ‘‘ physician and surgeon’’ is 
never very much of either. Dr. Cobb admits that 
he belongs in this classification and then comes 
down here and reports a series of intestinal ob- 
struction operations with a mortality of 20 per 
eent. He refutes Dr. Cabot’s statement because 
that is twice as good as the generally accepted 
mortality of 40 per cent. in these operations 
when done by the best surgeons. 

Now if Dr. Cobb is expected to rise to the oc- 
easion when a gastric uleer perforates or when 
he has a ruptured ectopic pregnancy or an in- 
testinal obstruction to deal with, it seems to me 
we ought to forgive him if he does an ordinary 
routine thing like removing a benign tumor from 
a female pelvis occasionally to keep in practice. 


Dr. Cobb used the term ‘‘surgeon specialist.’’ 
That is a new phrase. I don’t know whether he 
wants to convey the idea I have of that term. My 
idea is that while we have a good many surgeons 
who do most all operations well, we have a few 
who from their adaptability and training and 
technique do one operation and operate in a lim- 
ited field exceedingly well and it seems to me that 
Dr. Cobb’s advice could be as equally well ap- 
plied to the general surgeon as to the general 
practitioner. I think the general surgeon is under 
an obligation not to do the operations Dr. Chev- 
alier Jackson is doing through the bronchoscope 
or to do the work that Dr. Harvey Cushing is 
doing. I think that a man who is trying to per 
fect himself along special surgical lines should 
have the support of the general surgeon as much 
as that of the general practitioner. 

Most of you know that Dr. Cobb made a post- 
eard survey of the State on these things, but for 
some reason he didn’t see fit to include that in 
his paper, and I would be interested to hear the 
results of that survey. 


Dr. E. O. Crossman, Manchester: This seems 
to be a sort of family affair. Inasmuch as my 
responsibility seems to be great I have been try- 
ing to persuade doctors to be good internists be- 
fore they become specialists and not to devote 
themselves to one thing exclusively. Somebody 
has said: ‘‘ A specialist is a man who knows more 
and more about less and less.’’ I would not con- 





a 
sider the matters that Dr. Cobb speaks of as nee. 
essary emergencies, or as necessarily cases that 
should be cared for by a man who is doing gen. 
eral work, but I do think that a man who is go. 
ing to specialize in a general line should be able 
to call himself a physician and should be able to 
meet all ordinary emergencies. Because he ig g 
specialist on heart diseases he should not say 
with pride that he knows nothing about lung dis- 
eases, or about abdominal diseases, or just pick 
out one little part of the anatomy as his field of 
work. 

It seems important that if we are going to be 
physicians, we must qualify as physicians and 
keep abreast of the times whether we are special- 
ists in neuropsychiatry or what not, so that we 
might meet the ordinary emergencies that a gen- 
eral practitioner ought to be able to handle. 

I do think that a surgeon eannot have too 
much training, if he is going into the difficult 
problems that are being discussed here tonight. I 
always have had a good opinion of the men of 
New Hampshire whose me‘lical attitude I con- 
sider sound; and I am glad our physicians have 
not g'one ‘‘specialty crazy.’’ In my opinion it 
is well to discuss these matters in order that we 
may avoid the little narrow, contracted proposi- 
tions, and treat the big problems of a human 
being which we must all be ready to treat when 
the emergency develops. 


Dr. H. O. Smitn, Hudson: TI listened with 
much interest to the thoughtful paper read by 
Dr. Cobb. For many years he and I have been 
of the same mind, particularly in our admiration 
of Charles EK. Hughes and in our views on the 
League of Nations; but I absolutely disagree 
with his statement in the concluding paragraph 
that in small cities, to be efficient and suceessful, 
the general-practitioner must be a surgeon to the 
extent that he can operate upon all emergency 
cases and properly treat all accidents incident to 
industrial occupations. 

Dr. Cobb emphatically states that in the large 
medical centers the general practitioner is not 
required or expected to be a surgeon. I believe 
this to be equally true of the general practi- 
tioner in the smaller cities and the towns adja- 
cent to such cities. He should know when sur- 
gery is necessary but he should not attempt to 
perform major operations. If in the larger cen- 
ters the better qualified men should do the sur- 
gery, so too in the smaller cities should not this 
rule hold? I am sure that too many of the men 
in our smaller cities are eager to do major sur- 
gical work. But onee more I am in thorough 
accord with Dr. Cobb when he says that the best 
interests of the patients must determine, in all 
instances, who shall operate. 


Dr. Joun F. Hotmes, Manchester: I had an 


interesting talk with Dr. Cobb last evening, and 
we discussed this matter which he is presenting. 
First of all I want to commend him for the sum- 
mary of his paper when he said ‘‘the general 
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practitioner should do what he feels competent 
to do.’’ I think that is the whole argument and 
should be the guiding influence in the practice of 
any physician. If we all do what we feel we are 
competent to do, whether as general practition- 
ers, general surgeons, or as a specialist along any 
particular line, certainly no just criticism can 
come to us. We will all make our mistakes, but 
we certainly will in the large majority of in- 
stances be on the right side. And in the discus- 
sion Dr. Cobb said all that need be said in regard 
to the practice of surgery by the general prac- 
titioner. It isn’t whether he is practicing gen- 
eral medicine; it is whether he is competent to 
do the work he proposes to do. But in the in- 
stance of Dr. Cobb, the study of his paper and 
his general reputation lead me to believe he is a 
general surgeon practicing general medicine. If 
he is competent to do the work, there should be 
no just criticism. 

The question arises as to what makes a special- 
ist. Dr. Cobb and I had an interesting discus- 
sion of that last evening, and we reminded our- 
selves that even in this day the specialist is even 
urged and influenced to prescribe for a cold; 
so that all lines of special work are sometimes 
broken under emergencies; and our own con- 
science determines the work we shall do. 

There is no question about the great advan- 
tage to the medical profession and the world of 
the highly trained skilled specialist ; it is through 
such that the advance in medicine goes on. And 
there is no question about the great good that 
is being done by the general practitioner; he 
should be highly commended for the modesty 
that is characteristic of that branch of medicine. 

I compliment Dr. Cobb for his most excellent 
paper and I thank you for the privilege of dis- 
cussing it. 


Dr. W. R. Sanpers, Derry: All we have heard 
is surgery. We have been fed up on surgery. 
Nothing about the general practitioner. Now 
surgery is the easiest part of the physician’s life. 
He knows what he is going to eut through, just 
like a carpenter. Occasionally things go wrong, 
but he gets the praise. To ask somebody out in 
the country to go into the abdomen is too much 
to expect of us, but a Coetor who goes out into 
the country and finds a case of pneumonia and 
cures it is doing more for the community than 
the man who operates on a ease of appendicitis ; 
and yet the doctor who does the appendicitis 
gets all the praise. A man cuts off a finger, and 
the patient shows what a fine job was done; an- 
other man saves the finger, but nobody gives him 
any praise. Another man is called upon to see 
a case with an acute belly, and we have no time 
to consider and give them a chance; but we have 
to know right at the moment. It requires a great 
deal of nerve work and brain work to cure ty- 
phoid fever and pneumonia. I had a ease of a 
little baby who had an abdomen all puffed out 
and I punctured below the navel, and the pus 
squirted out, and the child got well. I had a 





little girl climbing up a birch tree and she fell 
down and I didn’t know what happened. She 
must have ruptured her gallbladder and died in 
a few days, but I never got any credit for that, 
of course. 


Dr. Josepu J. Cops, Berlin (closing): I will 
answer Dr. Luce’s question first. He suggested 
that I had got some information. I did send out 
50 questionnaires to the doctors I knew through- 
out the State, asking several questions, and from 
the study of the answers I found out that nearly 
all of the surgery that is being done in New 
Hampshire is done by doctors doing general prac- 
tise. There is a very small part of the surgery 
‘tone by surgeons who limit their practise to sur- 
gery. I found very few surgeons limiting their 
practise to surgery north of Concord. All the 
rest of the surgery done north of Concord is 
done by general practitioners. 

I do not advocate that every general practi- 
tioner should do surgery. No man should do that 
unless he is trained in asepsis and surgical tech- 
nique. I do believe a man ean qualify himself by 
going to Boston or New York for post graduate 
study and observing the best workers. By do- 
ing that he can gradually work his minor sur- 
gery into major surgery and practise general 
medicine at the same time. I do not think any 
man should attempt to enter the abdomen until 
he knows the technique of abdominal operations 
and he should know the technique of asepsis ; and 
if a man is trained in asepsis and surgical tech- 
nique, he ean do ereditable surgery. 

I do not advise all practitioners to do surgery. 
I said in my paper that many practitioners are 
not fitted by temperament and by training to do 
surgery and they are a credit to the profession, 
but a general practitioner who is a good diag- 
nostician and ean recognize the fact that he needs 
a surgeon, has sometimes done as much as the 
surgeon in saving the life of the patient and he 
should have for such service a substantial fee. 

I learned that there were three or at least two 
surgeons limiting their work to surgery north of 
Concord, and I didn’t find any south of Man- 
chester. However there may be. I received an- 
swers from surgeons south of Manchester most 
all of whose work is surgery, but they say they 
do general work besides surgery. 

My point is that no doctor should do surgery 
until he is qualified to do surgery and do it right. 
But when a doctor understands the technique of 
aseptic surgery and feels he is qualified to do 
surgery and knows he ean meet these cases of 
emergency and can do the emergency surgery, [ 
think he is justified in doing it, although he is 
engaged in general practise. 

Every surgeon in the northern part of the 
State is doing general practise—no exception. 
Every surgeon except one north of Hanover— 
does general practise and obstetrics. 

Dr. Some of the men might think you 
were an advocate of fee splitting. 
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Dr. Cops: I said that the general practitioner 
who is able to diagnose and does diagnose a crit- 
ical ease is entitled to a substantial fee for his 
diagnosis. I do not believe in fee splitting. 

But I feel that the country doctor should have 
a good fee too. 


THE PRESIDENT: We would like to hear from 








Dr. Chapman of Springfield, Vermont, who ig g 
delegate from the Vermont Medical Society. 


Dr. A. B. CuapMman, Springfield, Vt.: I am 
grateful for the opportunity to meet the mem. 
bers of the New Hampshire Medical Society ang 
to present to them the greetings from the Ver. 
mont State Medical Society. 
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SOCIALIZED MEDICINE* 


( ABSTRACT ) 


BY MORRIS FISHBEIN, M.D., CHICAGOT 


HE modern science of medicine began with 
the discovery of bacteria by Pasteur about 
fifty years ago. Long before that time, however, 
Hippocrates had taught the art of observation 
and had called attention to the importance of the 
individual relationship of the physician to his 
patient. The most ancient of physicians rec- 
ognized the fact that some persons could inspire 
the patient with a desire to recover and could 
apparently aid that peculiar power lying within 
the body known as the vis medicatrix naturae, 
the power within living tissue that urges it to 
repair. 

As time has passed, facts and methods have ac- 
eumulated. The old-time physician who gradu- 
ated from a two years’ course of lectures, the 
same lectures being repeated during the six 
months of each, practiced a sort of ‘‘hit-or-miss’”’ 
method of healing. He took the history of the 
patient, looked at the tongue, thumped the chest, 
and listened to such murmurs as were easily ap- 
parent. On the basis of the general knowledge 
of the course of disease, he made a Giagnosis. 
The practice of modern medicine is a far more 
complicated matter. It involves not only all of 
the things that have been mentioned, but also 
the use of much intricate apparatus, laboratory 
service, the X-ray ; indeed, a study of all the se- 
eretions and excretions of the human body. As 
a result, the cost of medical care has increased 
greatly and is giving concern to sociologists and 
economists. For some time the statement has 
been made that only two groups of persons can 
afford to be ill, the wealthy and the very poor. 
The former are able to pay for what they get and 
the latter get a rather good type of service with- 
out charge. 

The group that gives the greatest concern to 
students of the situation is the middle class. 
This group has been the victim of exploitation 
since the earliest times. It exists in one-room 
kitchenettes in the cities and must perforce go 
to the hospital in times of sickness. In the coun- 
try and in the villages it is far removed from the 
available hospitals and pays mileage charges in 
addition to medical fees for medical attention. 
Because of its transient character it has fallen 
out of touch with the old-time family physician. 


This group, therefore, usually provides the pri- 
*Read at the Annual Meeting in Manchester, May, 1928. 


¢+For record and address of author see “‘This Week’s Issue,”’ 
page 488. 





mary source of revenue for medical quacks of 
every sort. The member of the middle class is 
likely to attempt to save the cost of a visit to a 
physician by purchasing a patent medicine wide- 
ly advertised in the press or by asking the corner 
druggist to prescribe. Middle-class workers are 
likely to join fraternal orders which maintain 
incompetent lodge doctors. Sometimes they 
work in large industrial plants or factories, 
where a certain sum is taken from their wages 
each week to pay for treatment in the factory 
hospital or for a visit from the factory doctor in 
time of sickness. As a result numerous leaders 
in the public-health field have urged the estab- 
lishment of compulsory health insurance or other 
health schemes to provide funds for the care of 
the middle class. 


Some economists have insisted on a State sys- 
tem of medicine which will provide health care 
in much the same manner as the State cares for 
education. Gerald Morgan, for instance, has in- 
sisted that there must be a radical change which 
will emancipate health in some way from the 
fetters of the existing acquisitive economic sys- 
tem and provide free periodic physical examina- 
tion regardless of known ailments and some 
financial provision for the families of those need- 
ing help in time of illness. 

Professor C.-E. A. Winslow, when president 
of the American Public Health Association, said 
that the purely individualistie practice of medi- 
cine, as it has existed in the past, must be in- 
creasingly supplemented by a form or forms of 
organized medicine which will offer to the in- 
dividual modern scientific medical care including 
laboratory and specialized consultation service 
on an economic basis which will facilitate its ap- 
plication to the prevention of incipient disease— 
probably on some basis which involves payment 
of the physician through a common fund for the 
supervision of the health of an individual rather 
than for the treatment of a specific ailment. 


The health-insurance scheme developed 
through the sickness societies of Germany has 
been the subject of debate ever since its estab- 
lishment. The panel system in Great Britain 
continues to be the subject of discussion by both 
the medical profession and the public. That 


system grew out of what is known as contract 
practice, a system whereby families paid a regu- 
lar fee each week or month to the physician for 
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all of their care. The same system has been 
employed by trade unions and by lodges. Un- 
fortunately contract practice resulted In scamped 
work, because the physician was invariably un- 
derpaid. Persons well able to pay took advan- 
tage of the opportunity to get service at mini- 
mum rates. In times of extraordinary illness 
the patient had to pay extra for special service 
or resort to charity. The medical profession was 
demoralized through political maneuvering for 
the most remunerative contracts. In 1911, un- 
der Mr. Lloyd George, the National Insurance 
Act, which gave rise to the panel system, was 

assed. Since that time it has been modified re- 
peatedly. Any doctor can get on the list of those 
working under the act and there are in,Eng- 
land, Scotland, and Wales some 35,000 so regis- 


. tered. Of these fewer than 15,000 are actually 


doing national insurance work. About 1,000 
physicians, constituting an active minority, re- 
fuse to have anything to do with the whole 
scheme. The number of persons insured under 
the act is approximately 15,000,000, so that the 
average number of insured persons in the care 
of one doctor is about 1,000. 


When accepting appointment under the insur- 
ance scheme the doctor agrees to give such ser- 
vice ‘‘as can properly be undertaken by general 
practitioners of ordinary competence and skill.’’ 
Thus those registered are not provided with the 
best that medical science can provide. The per- 
sons treated are those who do not earn above a 
certain minimum sum per week. The patient 
presumably has a free choice of physician, al- 
though this is governed by accessibility and the 
willingness of the doctor to take more patients 
on his panel. Some doctors have 400 on their 
panels, others 3,000. There are material benefits 
for prospective mothers, and there are minimum 
fees for doctors: the latter have never been con- 
sidered adequate; in many eases the physician 
must supply the drugs prescribed as a part of 
the fee. 


The American medical profession has looked 
with increasing concern at attempts to establish 
similar State systems in this country. For in- 
stance, the Committee on Publie Policy of Ohio 
State Medical Association, at its last annual 
meeting, presented a resolution which was adopt- 
ed by that State organization, objecting to every 
possible encroachment of the State on private 
medical practice. They objected to the extension 
of free clinics, to the growth of health-insurance 
ideas, to the widespread propaganda for nation- 
alization of property and socialization of per- 
sonal service, to the increase in health charity 
for those able to pay, to personal health service 
without charge in educational institutions, and 
to every other tendency of governmental agen- 
cies and departments, to interfere with the re- 
lationship between patients and their individual 
physicians. 

The mechanization of medicine is an evil 
recognized by every physician as a menace to 
sound medical practice. Come what may, the 





intimate personal relationship of physician and 
patient is essential to complete relief of the pa- 
tient’s ills. Even the periodical physical exam- 
ination is unsatisfactory when applied on an im- 
personal basis. True, it may detect the scientific 
evidence of incipient physical disease, but it does 
not get at the personality of the patient in the 
manner that formerly resulted from the relation- 
ship between the general practitioner and his pa- 
tient. Even the best social-service technique 
may fail to find the human being that the old- 
time physician used to know in each of his pa- 
tients. A single point in the life history of the 
ailing individual may explain the major part of 
his symptoms and his distress. Not infrequently 
that point is carefully concealed from everyone 
except the personal physician in whom the pa- 
tient has the same confidence that members of 
some churches have in their priests. 

The evils of socialized practice, indeed of any 
impersonal method of medical practice, are gen- 
erally recognized. They involve inadequate com- 
pensation for physicians: the average salaries of 
doctors in State or commercial organizations 
rendering such service are between $3,000 to 
$4,000 a year, notwithstanding the fact that an 
adequate medical education may cost the doctor 
approximately $20,000 to $25,000. The standards 
of medical practice are lowered because the ten- 
dency of the contract doctor is to see as many 
patients as possible. Patients are moved along 
without adequate attention. In some parts of the 
country doctors engaged in contract practice at- 
tempt to see eighty or ninety patients each day. 
The physician falls into the deadly routine of 
contract work, initiative is lost, and advance- 
ment is dependent on the individual’s ability to 
pull wires. 

Only too often industrial medicine has become 
an instrument for fighting compensation claims. 
The salaried medical services of department 
stores and of factories are so impersonal that 
many employees prefer, even though assessed 
for the provision of medical care, to seek out a 
personal physician in time of stress. Why should 
not a democracy attempt to insure the worker 
a salary or wage adequate to provide for medical 
treatment and ask the medical profession to or- 
ganize itself for the provision of such treatment, 
rather than pauperize the middle class by de- 
grading the medical profession ? 

More and more the advances in modern medi- 
cine reveal the essential differences between in- 
dividuals that make routine methods of diag- 
nosis and treatment impossible. More and more 
physicians are beginning to recognize the in- 
fluence of the mind in disease and in the treat- 
ment of disease, a factor invariably lost in mech- 
anized practice. State medicine might provide a 
standardized diagnosis and treatment for a 
standardized citizen; but it means death of in- 
dividualism, of humanitaranism, and of scien- 
tific practice. Until we become a nation of 
robots with interlocking, replaceable, and stan- 
dardized parts, there will be little need for com- 
pletely standardized doctors. 
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FRAUDS AND QUACKERY IN MEDICINE* 


(ABSTRACT) 


BY MORRIS FISHBEIN, M.D.t 


R. FISHBEIN said he would speak of faith 
healing in its scientific aspects only. The 
difference between scientific medicine and faith 
healing he described by the parallel case of the 
black eat that is not in the cellar : the philosopher 
looks for it, but the theologian finds it. 

There are three things in which every man 
is naturally credulous, he said: money, matri- 
mony and medicine. Of these credulities, that in 
regard to medicine is the only one of which the 
results may be permanently harmful. 

Charlatanry, he pointed out, is not peculiar to 
medicine but has its exponents in the law and the 
ministry as well. (He remarked here that certain 
supposed ministers were said to obtain their re- 
sults by perspiration rather than by inspiration.) 
He described the charlatan as a man of great 
personal appeal who uses his personality pri- 
marily in getting results, who realizes that he 
does not possess the powers that he claims. 
Charlatanism is often connected with a ‘‘divine 
eall.’’ 

The medicine of today, he said, rose out of the 
faith healing of the Jews and the Aramaic peo- 
ples and the Greeks. Hippocrates observed the 
tendeney of sick tissues to get well. The scien- 
tifie man, realizing this, says only that he did 
what he could and the patient got well. The 
charlatan says, ‘‘I cured the patient.’’ 

After the time of the great Greeks came the 
dark ages of medicine; then the great anatomists 
with their recognition of the fact that one had 
to know the human body. 

There was no great practitioner of the art of 
healing by suggestion until the German, Fried- 
rich Anton Mesmer. Then came John Graham 
who ealled himself ‘‘Servant of the Lord, 
O. W. L.,’’ the initials standing for ‘‘Oh, Won- 
derful Love.’’ Mrs. Mapp might be said to have 
been the ‘‘ Bonesetter Reese’’ of 1784. She held 
sway for two years. Next appeared cen 
Berkeley and his tar water. 

About this time Benjamin Franklin’s a 
ery of electricity had its influence on medical 
quackery. The first great American quack was 
Elisha Perkins who invented the so-called metal- 
lic tractors. They were electrodes which were to 
be drawn downward over the body, never up- 
ward. For these he charged five dollars a set. 
They were sold by testimonials, the great selling 
agent for all forms of fraudulent medical de- 
vices. (Testimonials can be purchased, particu- 
larly for cosmetic preparations, for prices vary- 
ing directly with the prestige of the testifier.) 

“At the time of Mesmer (c¢. 1800) Paris was the 
great center of faith healing and it was there 

*Read at the Annual Meeting in Manchester, May, 1928. 


¢For record and address of author see ‘‘This Week’s Issue,” 
page 488. 





that he built his Temple of Animal Magnetism, 
as mesmerism was called. 


Disciples were soon found in the United 
States. At Belfast, Maine, Phineas Parker Quim- 
by started the practice of mental healing. 


In 1822 Mary Baker was born. She was an 
imaginative, spoiled child. Soon after her first 
marriage she developed a sort of illusion of child- 
hood and insisted on being rocked to sleep. The 
first Husband died in a few years. Her second 
husband she divorced while he was in a prison 
camp during the Civil War. About this time she © 
received what she thought was a spinal injury, in 
falling. She heard of the faith healing of Quim- 
by and went to him to be treated. He cured her 
in two treatments. 


Dr. Fishbein illustrated the possibility of 
such a cure by the ease of a girl in Hamilton, 
Ontario, who was supposedly suffering from par- 
alysis, and whom Dr. Sippy, of Chicago, was 
called to see. He determined on examination 
that there was no actual paralysis and in a few 
minutes was able to walk out of the sickroom 
with the patient accompanying him. It was 
merely a scientific diagnosis of hysterical paraly- 
sis. 


Quimby wrote a book on mind healing, of 
which the manuscript is still preserved and from 
whieh Mary Baker Eddy’s book, ‘‘Science and 
Health with a Key to the Seriptures,’’ was ob- 
viously derived. It contains all of Quimby’s 
points. After her experience with Quimby, 
Mary Baker went to Boston and set herself up as 
a mind healer. In a few years she married her 
third husband and when he died, not long after, 
she asserted that the cause of his death was 
‘‘malicious animal magnetism.’’ Postmortem 
examination, however, revealed the presence of 
endocarditis and myocarditis. She then asso- 
ciated with herself a sort of general manager 
who lasted ten years. Meanwhile, she had be- 
come extremely wealthy through the promotion 
of Christian Science and when she died she left 
a trust fund for the propagation of her creed. 


Dr. Fishbein pointed out that there are a great 
many things about Christian Science that need 
not be taken especially seriously ; but that when 
an adult permits a child, who is not his prop- 
erty but his sacred trust, to strangle of diph- 
theria without bringing the aid which would 
save its life, that should be taken seriously. 

It is unfortunately quite possible in this eoun- 
try to create permanent trusts for antisocial pur- 
poses. 

In this country today there are thirty-seven 
systems of mind healing embracing about 
10,000,000 people. The names of most of these 
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systems are associated in some manner with the 
word ‘‘science.”’ 

The beginning of osteopathy occurred when 
Dr. Andrew Still conceived his idea of the im- 
portance of vertebrae to the human welfare. He 
traveled about preaching his creed in many 
towns but was not favorably received until he 
found what he called ‘‘the Athens of America,’’ 
Kirksville, Missouri, in 1872. 

It was only in 1879 that Pasteur offered proof 
that specific germs were associated with different 
diseases. From this date all modern medical 
science advanced so rapidly that it became dif- 
ficult to qualify for the practice of medicine, 
and charlatans found it necessary to ‘‘get in 
through the back door.’’ It was under these 
circumstances that osteopathy got its start. The 
osteopath of today now contends that many dis- 
eases of man arise from pressure of the bones 
upon the spinal nerves but also that he restores 
all tissues to their harmonious relationships. 
The osteopathic course has increased from its 
rude beginnings until now it requires a high 
school background and about four years of study. 


The laws of the various states differ with re- 
spect to the rights of reputable physicians and 
healers of various sorts. In California the osteo- 
path is placed on an equal footing with physi- 
cians graduated from accepted medical colleges. 


Dr. Fishbein said that if the osteopath ‘‘comes 
in through the back door,’’ then the chiropractor 
“‘comes in through the basement.’’ While the 
man who enters your house by the back door 
may be presentable, the one who comes through 
the basement is apt to be much begrimed and 
to carry a crowbar. Chiropractic was invented 
by D. D. Palmer, a practitioner of animal mag- 
netism. It is a sort of hybrid between osteo- 
pathy and mental healing. An osteopath said 
that the course in chiropractic is practically the 
first three weeks of the course in osteopathy. 
The chiropractic system is founded on the idea 
that all disease is caused by pressure of the 
bones of the spine on the spinal nerves. This 
particular displacement of the vertebrae they 
call ‘‘subluxation,’’ a phenomenon which does 
not actually exist. B. J. Palmer, the son of the 
originator of chiropractic, and the present head 
of the school, is a remarkable salesman. He in- 
stituted the ‘‘meal ticket’’ system of collecting 
fees, the ‘‘nonreturnable kimona’’ and_ the 
““neuro-calometer.’’ He has built up a magni- 
ficent organization. He advertises over radio 
station WOC at Davenport, Iowa. (Newspapers 
are becoming more and more particular about 
the type of advertising matter they will accept 
for their pages, but the radio has not yet reached 
the stage of developing ethical standards.) At 
his home in Davenport he has a ‘‘Garden of St. 
Peter’’ to which persons are admitted for ten 
cents. Here he has a large spine collection which 
includes among other things the spine of a boa 
constrictor. There is also a library which, when 
finally opened at the request of an investigator, 





was found to contain ‘‘The Ladies’ Home Jour- 
nal,’’ ‘‘The Woman’s Home Companion,’’ and 
‘‘True Detective Stories.’’ B. J. Palmer is the 
inventor of many slogans which are used in 
advertising his creed. 


Ten years ago the school of chiropractic flour- 
ished with 3,000 students; last November it con- 
tained about 300; it is obviously on the decline. 


Albert Abrams was the greatest medical 
quack. He had a good medical education but 
perverted it to ill use. His first departure was 
‘‘spondylotherapy,’’ the idea of which was to 
cure by pounding the spine with a rubber-tipped 
hammer. At this time everyone became inter- 
ested in wireless telegraphy and the develop- 
ments of electricity, so Abrams turned to his 
‘‘eleetronie diagnosis and therapy.’’ His ma- 
chine consists of many intricate connections and 
wires to which there is no scientific order at all. 
The system is supported by such leaders of the 
‘intelligentsia’? as Upton Sinclair. Abrams 
died after four years of exploitation of this 
method, leaving an estate of millions of dollars. 
His machines were leased by him, not sold, but 
his courses of instruction were sold. His for- 
tune also came from his school, his journal and 
many other sources. When he died there were 
possibly 2,000 practitioners of his system in this 
country, but now there are less than 100. He 
left a portion of his great fortune to found a 
college of electronic diagnosis and therapy in 
San Francisco. The college closed about three 
months ago and the building was found to have 
been constructed so that it would be suitable for 
use as a hotel. 


The two developments out of the Abrams 
school were the Palmer thermopile arrangement 
which registers when placed upon the skin (thus, 
supposedly, indicating the seat of the disease), 
called a Neurocalometer, which sold for $3500, 
and the Wilshire Ionaco. This instrument con- 
sists of coils of wire. The virtue claimed for it 
is that it will cure a patient of any chronic dis- 
ease if hung around his neck. It is supposed to 
magnetize the iron in the blood. Dr. Fishbein 
likened the possibility of accomplishing such a 
feat to the possibility of picking up spinach with 
a magnet. This device is advertised over the 
radio station WCFL (‘‘the voice of labor’’) in 
Chicago. It has been dubbed the ‘‘magie horse- 
collar.’’ 

Another quackery existing today is the con- 
cern in New York City which sells a system of 
saving hair. It offers to diagnose hair condi- 
tions by examining hairs, sent through the mail, 
under the microscope. The Bureau of Investiga- 
tion of the American Medical Association sent 
for diagnosis some hairs from fur coats and from 
the head of a girl who was obviously not suffer- 
ing from any fault of the hair, and twine dyed 
to look like hair. In each case was returned the 
diagnosis of malnutrition of the hair roots, with 


recommendation of treatment with their nos- 
trum. 
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There are also going about now various per- 
versions of the scientific use of diet in the pre- 
vention and control of disease. Each empha- 
sizes its own special point, such, for instance, as 
never mixing proteins and carbohydrates in the 
digestive system, never mixing acids and alka- 
lies, and so forth. These systems also are adver- 
tised over the radio, with such slogans as, 


‘‘The more sugar you soak, the sooner you'll 
croak.’’ 

‘“‘The whiter your bread, the sooner you’re 
dead.’’ 

‘*Good night, sleep tight, don’t let the bed-bugs 
bite or you’ll get small pox.’’ 


There are many lights, wires and radium de- 
vices for healing, as well as numerous glandu- 
lar mixtures which were evolved soon after the 
discovery of the efficacy of thyroxin and other 
glandular extracts for treatment of certain con- 
ditions. 

Another creed, so-called ‘‘naturopathy,’’ is 
sponsored by Bernarr McFadden, notorious pub- 
lisher of ‘‘Physical Culture’’ magazine. Its 


‘ ? 





peculiarity is the avoidance of drugs, surgeons 
and other aids to therapeutics which it deems 
‘‘unnatural.’’ Eugene Debs went to the sana. 
torium near Chicago which treats by its methods 
and died a victim of its ignorance, and its treat- 
ment by starvation diet. 


The cults come and go. The one charlatan 
who should concern us greatly is the licensed 
physician who disgraces the good name of medi- 
cine by fraudulent practice. Such are the ‘‘plas- 
tie’’ or beauty surgeons, following in the wake 
of the splendid results attained by re-construc- 
tion surgery during the World War. The most 
notorious of these at the present time is H. J. 
Shireson, of Chicago, who, Dr. Fishbein said, 


‘has spent at least as much time in prison as in 


medical school. 


P. T. Barnum said there is born in the United 
States a sucker every minute. Joseph Jastrow 
remarked that a crook is born every hour to take 
advantage of sixty suckers. The ratio is not 
likely to change in the future even with the 
birth of a great many eugenic babies. 





MISCELLANY 


FEEBLE-MINDED AND EPILEPTICS IN STATE 
INSTITUTIONS: 1927 
NEw HAMPSHIRE 
Preliminary Report 

Washington, D. C., Aug. 14, 1928.—The Department 
of Commerce makes the following announcement 
for the State of New Hampshire concerning results 
of the 1927 census of feeble-minded and epileptics 
in state institutions. 

The Laconia State School had a total of 41 first 
admissions during the year 1927, as compared with 
50 in 1926, and 38 in 1922. The ratio of first admis- 
sions per 100,000 of population was 9 in 1927, as 
against 8.5 in 1922. 

These first admissions represent patients received 
during the year, who had not previously been under 
treatment in any institution for feeble-minded and 








best available measure of the number of new cases 
which are brought under institutional care during 
the year. 


The extent to which provision has been made for 
the state institutional care of feeble-minded and epi- 
leptics is perhaps best indicated by the number of 
patients in the institutions on a given date. The 
number of patients present in the Laconia State 
School on Jan. 1, 1928, was 434 as compared with 144 
on Jan. 1, 1910; and the ratio of such patients per 
100,000 of the population increased steadily from 33.4 
on Jan. 1, 1910, to 95.4 on Jan. 1, 1928. 


Of the first admissions in New Hampshire during 
the year 1927, 24 were males, and 17 were females; 
and of the patients present on Jan. 1, 1928, 212 were 
males, and 222 were females. 


These figures are based on reports furnished by the 


institution, with the co-dperation of the State Board 
of Charities and Corrections. The figures for 1927 














epileptics. Such newly admitted patients afford the! and 1928 are preliminary and subject to correction. 
First admissions during the year Patients present January 1 
Year Per 100,000 Per 100,000 
Number of general Number of general 

population * population # 
1928 6 0 « 0.0 « oe eee 434 95.4 
EGE! s » = + 5.6 41 9.0 425 93.6 
1926 «eee 50 11.0 406 89.6 
1902S 0 ote 6 8 oe eee 393 87.7 
1922 0 ee 6 6 0 38 8.5 388 87.0 
1910 . ee « ee eee 144 33.4 

















* Based on estimated population July l. 


enumerated population April 15, 1910. 





7 Based on estimated population January 1, 1928, 1927, 1926, 1923, and 1922; and 








TYPHOID FEVER AND CANCER DEATHS IN 
NEW HAMPSHIRE LOWER IN 1927 


Dr. Charles Duncan, Secretary of the State Board 
of Health of New Hampshire, reports that there 
were only three deaths due to typhoid fever in that 
State in 1927, this record being the lowest in the 
history of this disease in the records of the Depart- 
ment. In 1926 there were eleven deaths and in 1925 





fifteen. In 1927 six hundred and eight persons died 
of cancer against six hundred and eleven in 1926. 
Infantile paralysis has been less frequent this year 
up to this time, only eight cases having been report- 
ed as compared with fifty-six in the summer of 1927. 
The death rate in 1927 was 13.89 per thousand and 
in 1926 was 14.77. The mortality rate of infants un- 


der one year of age was lower than ever before in 
this State, the figures being 69.93 in 1927. 
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SOCIETY NOTES 


Acting on the authority given him by the House 
of Delegates at the annual meeting in May, the 
Speaker, Dr. Elmer H. Carleton, has appointed the 

- following Committee on Medical Defense: 


Thomas W. Luce, Rockingham County. 
Robert J. Graves, Merrimack County. 
Osmon H. Hubbard, Cheshire County. 
Frederic P. Lord, Grafton County. 
Henry C. Sanders, Jr., Sullivan County. 
David W. Parker, Hillsboro County. 
Ervin W. Hodsdon, Carroll County. 
Clifton S. Abbott, Belknap County. 
Louis W. Flanders, Strafford County. 
Joseph J. Cobb, Coos County. 


The Secretary-Treasurer, ex Officio, is chairman, 
and the permanent Committee is to be elected by the 
County Societies, one member from each County. 
The Hartford Accident and Indemnity Company has 
agreed to make favorable rates with the membership 
and it is necessary for the members to transfer their 
insurance without delay, if now insured in another 
Company, or to take a policy with this Company 
if they are not now insured. 

The President, Dr. Joseph J. Cobb, has named as 
the Committee on Medical Education: 


_ 


Frederic P. Lord, Chairman, Hanover. 
David W. Parker, Manchester. 
Alpha H. Harriman, Laconia. 


Time and place of 1929 meeting, 
Wednesday, May 28-29, at Manchester. 


The first Clinical Meeting of the Society will be 
held at Hanover, Wednesday and Thursday, Septem- 
ber 5-6, with an attractive program arranged by the 
Committee, Drs. Emery M. Fitch, Elmer H. Carleton, 
and John F.. Gile. 


Tuesday and 





CHESHIRE COUNTY MEDICAL SOCIETY 


The last meeting of the’ Cheshire County Medical 
Society took place at the Elliot Community Hospital, 
Keene, N. H., April 26, 1928. The president, Dr. 
Eleanor Tighe of Keene, N. H., presided. Dr.. Eliza- 
beth B. Reed was elected to membership. Under the 
literary program Dr. A. F. Weston, Keene, N. H., read 
a commendable paper entitled “The Appendix”. Dr. 
Ira J. Prouty, Keene, N. H., read a very interesting 
historical paper on “Benjamin Doolittle, the first 
physician in the land of the Squeakeags and the 
Ashuelots”. Dr. Prouty has promised to make it 
available later for publication. Dr. Wm. Howell of 
Boston, Mass., gave an instructive and practical talk 
on “The Chest in Infants”. A general discussion 
followed. After adjournment lunch was served at 
the hospital. 


Courtesy of Dr. A. A. Pratte, Secretary of the 
Cheshire County Medical Society. 





ROCKINGHAM COUNTY MEDICAL SOCIETY 


Dr. Chester Howland has established a residence 
in Raymond, N. H., and has begun there the practice 
of medicine. Dr. Howland formerly practiced in 





Bradford, N. H. He then removed to East Orange, 
N. J. Dr. Howland recently took post-graduate work 
in New York City. He removed from East Orange, 
N. J., to Raymond, N. H., about one month ago. 

The Rev. Dr. Ezra B. Pike, Brentwood, N. H., re- 
tired preacher and doctor, died at the home of his 
son in Brentwood, July the 9th, 1928, at the age 
of 96 years. He was born in Hiram, Maine, May 6, 
1833, and received his theological training at the 
Bangor Theological Seminary. He later took a course 
in medicine at the Bowdoin Medical School, receiv- 
ing an M.D. Dr. Pike came to Brentwood, N. H., 
forty years ago. Since that time he has served the 
community as both pastor and physician. The sur 
vivors are five sons, the Rev. Clarence Pike of Derby, 
Vi., Lee M. Pike of Norwood, Mass., Dr. Ezra B. Pike, 
Jr., of Lynn, Mass., Dr. Ernest Pike of Woodstock, 
Vt., and Ray Pike of Brentwood, and two daughters, 
Mrs. J. H. Heald of El Paso, Texas, and Mrs. Martha 
Sanborn of Acworth, N. H. 


Courtesy of Dr. John Knowlton, Secretary of 
Rockingham County Medical Society. 





WOODSVILLE COTTAGE HOSPITAL 


At a meeting of the Staff of the Woodsville Cottage 
Hospital held June 20th, 1928, the following officers 
were elected for the ensuing year: President, Dr. 
F. E. Spear, Woodsville, N. H.; Vice-President, Dr. 
L. E. McKinley, North Haverhill, N. H.; Secretary, 
Treasurer, Dr. R. G. Perry, Wells River, Vt. 

It was voted to continue the meetings through the 
summer. They are held the second Monday evening 
of each month. 

Courtesy of Dr. George A. Weaver. 





COOS COUNTY MEDICAL SOCIETY 


The summer meeting of the Coos County Medical 
Association was held at Lancaster Inn on June 
the 28th. It was preceded by a luncheon served 
at the Inn. The program opened with an address 
and greeting by Dr. J. J. Cobb of Berlin, president 
of the New Hampshire Medical Society. Dr. Cobb 
spoke briefly, urging a continued earnest sincere 
effort on the part of the medical fraternity toward 
the relief of human ills, a sympathetic understanding 
of the afflicted, and a closer co-6peration among the 
medical men. The subject of “Insulin” was presented 
by Dr. Harry P. French of Hanover and Dr. Emery 
of Portland, Maine. The discussion was opened by 
Dr. H. H. Bryant of Gorham and Dr. W. E. Noyes of 
Colebrook. <A spirited general discussion followed. 
Reports of delegates to the New Hampshire Medical 
Society meeting held at Manchester, N. H., and to 
the New England Medical Council meeting held at 
Belgrade, Maine, were given. 

The meeting concluded with a clinic held at the 
Lancaster Hospital. The officers of the Society are 
as follows: President, Dr. H. E. Wilkinson, Berlin; 
Vice-President, Dr. Henry M. Wiggin of Whitefield; 
Secretary-Treasurer, Dr. Homer H. Marks, Berlin. 


Courtesy of Dr. Homer H. Marks, Berlin, N. H. 
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. THE NEW HAMPSHIRE SURGICAL CLUB 


The 3lst annual meeting of the New Hampshire 
Surgical Club will be held at Gray’s Inn, Jackson, 
N. H., September the 24th, 1928. A week-end outing 
for the members, friends, and guests will precede the 
meeting. Special rates have been secured from the 
Hotel. Golfing, fishing, boating, dancing, and oppor- 
tunities of observing rare scenic beauty and grandeur 
will be available, including a trip to the top of 
Mt. Washington. Meeting will begin at 10 A. M. 
Monday with the presentation of ‘Preoperative Treat- 
ment” by Dr. James W. Jameson of Concord, N. H.. 
and “Postoperative Treatment” by Dr. David W. 
Parker of Manchester, N. H., followed by a general] 
discussion. The afternoon session will open at 1:3( 
P. M. with the annual business meeting, including 
the election of officers. This will be followed by fou 
papers: President’s address, Dr. E. M. Miller oi 
Woodsville, N. H.; “Septicemia with Metastatic Os 
teomyelitis,” by Dr. John P. Bowler and Dr. John J. 
Boardman of Hanover, N. H.; ‘Industrial Accident 
Surgery” by Dr. Murray H. Towle of Manchester. 
N. H.; “Surgical Problems” by Dr. Frank Lahey of 
Boston, Mass. A banquet will be held at 6:30 P. M. 
Dr. A. T. Downing of Littleton, N. H., the toastmas-: 
ter, is arranging the program, which will include 
among its speakers the out-of-state guest, Dr. Frank 
Lahey. 


Gray’s Inn, Jackson, offers a particularly attractive 
location for the meeting, which bids fair to be one 
of the largest in the history of the Club. 


The New Hampshire Surgical Club was organized 
in Concord, N. H., June ist, 1896, by the following 
New Hampshire surgeons: Dr. William F. Smith of 
Hanover, N. H.; Dr. E. F. McQuestion of Nashua, 
N. H.; Dr. A. C. Heffinger of Portsmouth, N. H.; 
Dr. George D. Towne of Manchester, N. H.; Dr. Rob- 
ert Burns of Plymouth, and Dr. Ira J. Prouty of 
Keene, N. H. Dr. E. F. McQuestion was the first 
president, Dr. Ira J. Prouty the first secretary. Of 
the founders of the Club, Dr. Ira J. Prouty is the 
only living member. The Club meets annually each 
fall and semi-annually each spring, the annual meet- 
ing being recreational and literary, the spring meet- 
ing clinical and literary. The present officers of the 
Club are: 


President: Dr. Elmer M. Miller, Woodsville, N. H. 

Vice-President: Dr. Daniel C. Norton, Manchester, 
N. H. 

Secretary and Treasurer: 
Manchester, N. H. 

Executive Committee: President and Secretary- 
Treasurer ex officio; Dr. John F. Gile, Hanover, 
N. H.; Dr. Carlton Metcalf, Concord, N. H.; Dr. 
Timothy Rock, Nashua, N. H. 


Dr. John F. Holmes, 





REPORT OF THE THIRTIETH ANNUAL MEETING 


The 30th annual meeting of the New Hampshire 
Surgical Club was held at Manchester, N. H., Tues- 
day, April 24, 1928. It began at 10 A. M. with a clinic 
at the Elliott Hospital by the staff under the direc- 
tion of the staff committee of arrangements, Dr. 
Daniel C. Norton, chairman; Dr. David W. Parker, 
Dr. Geo. Dwinell, Dr. H. Scott Pattee. It was as 
follows: 





OPERATIVE CLINIC 


Partial thyroidectomy for adenomatous goiter by 
Dr. David W. Parker, assisted by Dr. H. Scott Pattee, 
anesthesia by Dr. Norman B. Webber. Operation 
for prolapse rectum by Dr. David W. Parker, anes- 
thesia by Dr. Benjamin P. Burpee. Operation Appen- 
dectomy, transverse incision by Dr. George C. Wil- 
kins, assisted by Dr. George C. Dwinell, anesthesia 
by Dr. C. E. Dunbar. Operation, application of radi- 
um for carcinoma of the cervix by Dr. George (C, 
Wilkins. Operation Astragalectomy for flail foot, 
by Dr. Ezra Jones, assisted by Dr. Harrison Powers, 
anesthesia by Dr. Benjamin P. Burpee. Operation 
for double inguinal hernia under local anesthesia 
by Dr. John F. Holmes assisted by Dr. Robert Flan- 
ders. 


DRY CLINIC 


Splenic Myelogenic Leukemia with presentation 
of a case, Dr. Robert Flanders and Dr. John F, 
Holmes. Osteomyelitis with presentation of a case, 
Dr. George Dwinell. Discussion of X-ray plates by 
Dr. A. S. Merrill, Roentgenologist. Contraindication 
to ether from the standpoint of cardiology, Dr. Fred- 
erick P. Scribner. 


The clinic was conducted with dispatch and in a 
commendable way. Credit is due Miss Beatrice 
Dugan, in charge of the operating room, and her 
efficient corps of nurses for their admirable assist- 
ance. The Club wishes to express appreciation to 
Mrs. Mary Ormiston, Superintendent of the Elliott 
Hospital, for her sympathetic and efficient co-dpera- 
tion in making the clinic a success. 

Following the clinic the meeting was adjourned to 
the Derryfield Club, 31 Mechanic Street, Manchester, 
N. H., where a splendid lunch was served to 89 mem- 
bers and guests. 


Then followed the literary program: 


“Focal Infection, from Viewpoint of Dentist,” by 
Dr. F. A. Feuerhan, Portsmouth, N. H. 

“Focal Infection, from Viewpoint of X-ray,” by 
Dr. H. O. Chesley, Dover, N. H. 

Discussion was opened by Dr. Thomas W. Luce, 
Portsmouth, N. H., and Dr. S. F. Eveleth of Concord, 
N. H., and was continued by Dr. Daniel C. Norton 
of Manchester, N. H., Dr. H. N. Kingsford of Hano- 
ver, N. H., Dr. John Murray of Concord, N. H., and 
Dr. Stephen Rushmore of Boston, Mass. This paper 
proved of unusual interest and it was brought out 
in discussion that there should be closer co-dperation 
between the medical and dental fraternities and that 
it would be desirable if the dental profession could 
become a special branch of the practice of Surgery. 

The next subject, ‘Operative Treatment of Strabis- 
mus,” was presented by Dr. Raymond Marcotte of 
Nashua, N. H., in a very interesting manner. Dr. 
Marcotte advised that Strabismus should be corrected 
if possible by glasses and if this failed operative 
measures should be adopted, emphasizing that this 
affliction should not be neglected, that children should 
be treated early and if necessary operated early in 
childhood. This paper was discussed by Dr. Charles 
F. Nutter of Nashua, N. H., and Dr. Daniel C. Norton 
of Manchester, N. H., and Dr. E. M. Miller of Woods- 
ville. 
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The last paper, “Some Uses of Sugar in Surgery,” 
was presented by Dr. Stephen Rushmore of Boston, 
Mass. An unusually well prepared and presented 
paper which proved of great interest. The discussion 
was opened by Dr. J. F. Gile of Hanover, N. H., and 
continued by Dr. Emery Fitch, N. H., Dr. W. W. 
Thompson of Manchester, N. H., Dr. Frederick P. 
Scribner of Manchester, N. H., Dr. George C. Wilkins 
of Manchester, N. H., Dr. Ella B. Atherton of Nashua, 
N. H. 

These papers will appear in the New ENGLAND 
JoURNAL OF MEDICINE. 

The following new members were admitted to mem- 
bership: Dr. Luther A. March of Nashua, N. H., 
Dr. Demetrius Matsis of Nashua, N. H., Dr. Adolphe 
Provost of Manchester, N. H. 


Recognition was taken of the death of a past presi- 
dent of the New Hampshire Surgical Club, the late 
Dr. Augustus A. Shea, and the following committee 
on resolutions was appointed: Dr. Frank E. Kittredge, 
chairman; Dr. Phillip McQuestion, and Dr. Timothy 
F. Rock of Nashua, N. H. 


Recognition was also taken of the death of another 
honored member, Dr. Isaiah G. Anthoine of Nashua, 
N. H., and the following resolution committee was 





appointed: Dr. Arthur L. Wallace of Nashua, N. H., 
chairman; Dr. Raymond Marcotte, Nashua, N. H.; 
Dr. H. E. Thompson, Nashua, N. H. 





THE ROAD BEYOND 


There is no death,—there’s no such thing as dying,— 
But, when we go, we simply pass along 

Into a realm of loveliness and beauty, 
Into a life of happiness and song. 


There is no end to life,—’tis the beginning 

Of something far beyond the ken of man, 
Another life more wonderful and holy, 

Beyond the measure of this world’s short span. 


And so, when you are thinking of your blessings, 
And count them over slowly one by one, 

Do not forget that one which is awaiting, 
When days are ended and your work is done. 


Just think of all the dear ones who are living 
And waiting in those happy realms of love, 
And be prepared to greet, with joy and gladness, 

The coming of the Angel from above. 


By Joun F. HoLMEs. 





CARBON MONOXIDE POISONING FROM IM- 
PROPERLY VENTED AND ADJUSTED HEAT- 
ERS d 


Another case of death by carbon monoxide poison- 
ing recently came to the attention of the Connecticut 
State Department of Health. This was not because 
of the frequently talked of and dangerous practice 
of inhaling fumes from an automobile exhaust in an 
improperly ventilated garage. It was due to an- 
other common method of poisoning; fumes inhaled 
from a gas water heater not vented to the outside 
air. 

Why do people persist in dwelling in rooms which 
are provided with gas burning appliances, particu- 
larly gas water heaters, which are not properly 
vented? Occasionally a whole family is quickly 
wiped out due to ignorance or carelessness in this 
regard. Every so often a sleeping child or mother 
meets death and we are struck anew with horror. 

Carbon monoxide is a deadly poisonous gas which 
steals upon a person without warning as to odor. It 
is a product of incomplete combustion. In the ordi- 
nary hot water heater, the gas is mixed in the burner 
with a primary supply of air and the burning mix- 
ture also combines outside the burner with a sec- 
ondary supply of air in the heater. If the air sup- 
ply is plentiful and no obstruction exists, the com- 
bustion takes place completely. Occasionally an ex- 
cessive primary supply of air may cause flash-backs 
and flames are thrown through the ports at high 
rates with dangerous results. Fortunately, people 
usually recognize this condition and turn the gas 
off. The most important cause of trouble is the 
lack of primary air supply, particularly in hot water 
heaters. This may be due to gradual clogging of 
the inlet air ports with dust or possibly to faulty 
adjustment. The gas flame in the heater then may 
rise to the point where it strikes on the coil pipe 
containing cold water. The resultant cooling may 
reduce the temperature of the gas below the com- 
bustion point. The incomplete combustion allows 


carbon monoxide to escape into the room and may 
cause sickness or death. 








The venting of kitchen ranges is always desirable 
but the probability of trouble from these is remote. 
Trouble is possible if the burners are set too high 
and the inner blue cone of the flame strikes the 
vessel placed over it. Gas plates for heating water 
in the laundry are another possible source of trouble. 
The fact that gas plates and kitchen gas ranges are 
usually under supervision, are used customarily only 
for short periods of time, and are frequently ac- 
companied by steam and odors which require ventila- 
tion, all helps to lessen the amount of trouble from 
them. The so-called “radiant glow” type of stove has 
been found likely to produce carbon monoxide gas 
whenever the radiants glow over three-fourths of the 
distance from the bottom to the top. This type of 
stove is not so common in this part of the country 
but is frequently used where natural gas is avail- 
able. 


An important fact is that it is only the carbon 
monoxide deaths that come strongly to our atten- 
tion. There is no record of the headaches or gen- 
eral weakening of health by breathing in this poison- 
ous compound. Remember that carbon monoxide 
deaths and sickness are easily preventable by proper 
precautions: 


(1) See that your hot water gas heater is vented 
to the outside air. Some cities, such as Hartford, 
require that in new houses hot water heaters must 
be ventilated to the chimney or other outside flue. 


(2) Sleep with your windows open. Escaping 
gas from a stove or furnace burning coal or from an 
improperly adjusted gas stove has caused many early 
morning headaches as well as more serious damage 
to persons sleeping without open windows. 


(3) If your gas water heater or other gas appli- 
ance appears to be burning improperly, have the 
gas man fix it. It may waste your health as well as 
your fuel. If the flame in the usual form of gas 
water heater is mere than eight inches in height 
above the burner, this is a sure sign that too much 
gas is being admitted and carbon monoxide produc- 
tion is likely—Notes from the Bulletin of the Con- 
necticut State Department of Heatih. 
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CASE 14291 
TEN MONTHS’ DYSPNEA AT SIXTY-SIX 
MepicaL DEPARTMENT 


First admission. An Irish-American lithog- 
rapher sixty-six years old entered December 28 
complaining of attacks of shortness of breath of 
ten months’ duration. 

He first noticed dyspnea on exertion two years 
before admission. His only other symptom at 
the time was morning cough, which he had had 
for years. Ten months before admission after 
walking home through a snow storm he was com- 
pletely exhausted. The next day he had a simi- 
lar experience. A few mornings later he awoke 
suddenly in an attack of breathlessness and 
smothering dull pain in the chest with profuse 
sweating, relieved by a hypodermic given by his 
physician. He had continued to have similar 
attacks at intervals of one or two weeks, con- 
tinuing until his physician gave a hypodermice. 
For the past six weeks he had remained at home. 
His sleep was disturbed by dyspnea so that he 
had not stayed in bed later than three o’clock in 
the morning for six weeks. He had lost twenty 
pounds in ten months. His cough was now pres- 
ent not only in the morning but through the day 
and was often very severe, causing deep cyanosis 
and relieved by raising sputum. He had grown 
weaker. He believed that worry about a son had 
caused much of his trouble. He had had no 
urinary symptoms except partial urinary ob- 
struction with pain in the lower back and abdo- 
men for one day six weeks ago, when he gave up 
work. 

His family history is negative. 

His past history shows nothing significant ex- 
cept the morning cough mentioned, which he be- 
lieved was due to smoking. 

Clinical examination showed a poorly nour- 
ished man with evidence of loss of weight. On 
the right anterior tonsillary pillar was a small 
patch of yellow exudate. In each cervical region 
was a smooth firm non-tender slightly movable 
gland the size of a walnut. Chest emphysema- 
tous; expansion poor. Lung signs as shown in 
Figure 1. Apex impulse of the heart in the 
fifth space. Left border of dullness 12 centi- 
meters from midsternum, 2.5 centimeters out- 
side the mideclavicular line. Sounds somewhat 
indistinct. Pulmonie second sound markedly 
accentuated. A short soft systolic blow at the 





apex. Radials thickened. Brachials possibly 
tortuous. Blood pressure 150/60 to 170/75. An 
electrocardiogram showed normal rhythm, rate 
85, marked left axis deviation. Abdomen nega. 
tive. A few very small hemorrhoidal tabs. Ree- 
tal examination incomplete because of fecal 






Squeaking 
inspiratory 
and expira- 


longed all 
over lower 
half of both 
chests. 






Figure 1. 


masses. Prostate no more enlarged than would 
be normal at his age. Varicose eczema over the 
shins. Moderate pitting edema from the knees 


down. Pupils reacted very sluggishly to light 
and accomodation. Fundi: dises very small; 
sclerosis. Reflexes normal. 


Amount and specific gravity of urine normal, 
a slight trace to the slightest possible trace of. 
albumin at two of three examinations, 0 to 2 
leukocytes and 5 to 10 red cells per field at one. 
Renal function 25 to 50 per cent. Blood normal 
except for a red count of 3,740,000. Wasser- 
mann negative. Non-protein nitrogen 36. 
Sputum negative. Stool negative. 

Temperature 97.4° to 102.8°, pulse 74 to 100, 
respirations 20 to 32. 

X-ray examination showed the lung fields 
rather large. The lung markings were promi- 
nent throughout both chests. The hiius shadows 
were considerably increased in size and density. 
There was also marked increase in the size and 
density of the right descending bronchus. The 
diaphragm on this side was rather high and its 
respiratory movements were limited. The costo- 
phrenic sinuses were obliterated. The heart 
shadow was markedly inereased in the region 
of the left ventricle. There was no increase in 
the supracardiae duilness, and only slight in- 
crease across the auricle. ‘ 

The patient became completely psychotic, so 
that his subjective symptoms were of no value. 
He had attacks of severe dyspnea for which his 
heart condition did not seem to be responsible. 
Adrenalin, ecaffein, nitroglycerin and morphine 
gave little relief. Paraldehyde was used freely. 
January 3 he had extrasystoles and Cheyne- 
Stokes breathing. He was very unhappy and 
begged to be-allowed to die at home. He was 
therefore discharged January 8. 

History of iwmterval. After his discharge he 


spent his days in an easy chair, continued digi- 
talis, made steady improvement, and by May 
was taken to and from his shop daily, where 
he sat and directed the work. This continued 
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until November. Then he began to have more 
dyspnea and more frequent attacks of pain, 
requiring hypodermics three times a week to 
twice a day. The dyspnea had not been much 
worse for the past three months. For several 
months before he reentered his cough had been 
less but his throat had been sore. Recently he 
had noticed red streaked yellow sputum. He 





lar line. Sounds of poor quality. Systolie mur- 
mur as before at the apex, heard less distinetly 
at the base. Blood pressure 180/90 to 110/50. 
Some tenderness in the right upper quadrant. 
Liver edge not definitely felt. 

Amount of urine not recorded, specific gravity 
1.014 to 1.018, the slightest possible trace to a 
trace of albumin at both of two examinations, 2 





CASE 14291. First admission. The lung fields are unusually large and bright. The lung markings are prominent throughout 
both chests. The hilus shadows are considerably increased in size and density. There is also marked increase in the size and 
density of the right descending bronchus. The diaphragm on this side is rather hizh. The costophrenic sinuses are obliter- 


ated. The heart shadow is markedly increased in the region of the left ventricle. 


dullness, and only slight increase across the auricle. 


had been intoxicated for three weeks. For five 
nights he had not been able to sleep. 

Second admission, February 27, thirteen 
months after his discharge. 

Clinical examination was as before except as 
noted. Lips and face cyanotic. Slight exophthal- 
mos. Whites visible around entire pupil. Marked 
lid lag. Tongue showed a heavy brown coat. 
Lung signs as shown in Figure 2. Left border of 
cardiac dullness 13.5 centimeters from mid- 
sternum, 4.5 centimeters outside the midclavicu- 





There is no increase in the supracardiac 


to 8 leukocytes at both sediment examinations, 
15 to 20 red eells at one, occasional granular 
casts at one. Renal function 20 per cent. Blood 
normal at entrance, February 29 leukocytes 
12,900. Wassermann negative. Non-protein 
nitrogen 36. 

Temperature 99° to 101.3°. 
Respirations 34 to 15. 

X-ray examination showed the total trans- 
verse diameter of the heart to be within normal 
limits. The apex of the left ventricle was some- 


Pulse 90 to 112. 





. 
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what blunt, suggesting hypertrophy. The aorta 
appeared tortuous. The knob was prominent. 
Examination of the ileocecal valve was unsatis- 
factory, as the patient was unable to hold the 
enema. 


The night of admission and the following day 
the patient was very psychotic. There was 
marked Cheyne-Stokes respiration. Because of 
his recent alcoholic adventures sedatives even in 
large amounts were ineffectual. February 29 the 


Bronchial 

breathing, Increased 
both chests. tectile 
Fine to fremitus, 


coarse con- 
sonating and 
moist rales, 
xore on the 
left. Tactile 
fremitus, breath 
sounds, spoken 
and whispered 
voice slightly 
diminished on 
both sides. 


breath sounds, 
spoken and 
whispered 
voices 







respiration ceased to be of the Cheyne-Stokes 
type. The morning of March 2 he became very 
cyanotic. The pulse was 130 and weak, the blood 
pressure 120/70. That morning he died. 


DIscussIONn 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


Anyone who watches eardiae patients is struck 
by the way they give out in cold weather and 
especially when there is snow around, not only 
in the air but under foot. The extra muscular 
exertion required under these conditions is an 
addition to one’s ordinary exertions that we do 
not realize in good health. Partly, I think, be- 
cause they are breathing cold air with its ten- 
deney to make them cough and wheeze, and 
partly because of the extra exertion, these pa- 
tients give out in cold weather. 


The other fact about cardiae patients that 
becomes familiar on watching them is that they 
have worse dyspnea at night than they do dur- 
ing the day. I do not think this has ever been 
satisfactorily accounted for. But it is certainly 
the fact that when people are on the edge be- 
tween constant dyspnea and a comfortable state 
their worst hours are the night hours, and ir- 
respective of whether they sit up or lie down. 

What guesses should be in our minds as we 
begin to examine him? 

Certainly cardiac disease as the most prob- 
able thing, and at his age the commonest kind 
of cardiac disease, namely the hypertensive type, 
with the coronary type second. He has had no 
pain, so that one cannot so far make a diagnosis 
of coronary disease. It is not at all likely that 
it is either the rheumatic or the syphilitic type. 








NOTES ON THE PHYSICAL EXAMINATION 


‘*Emphysematous’’ is a term that should not 
be used here. What they mean is ‘‘barrel- 
shaped’’ chest with general hyperresonance, 

If the signs at the right back go as far down 
as the shading indicates it is significant. If it 
is only above the spine of the scapula it is not, 

Left axis deviation corresponds to hyper- 
trophy of the left ventricle. 

The prostate was not enlarged by rectum. It 
may have been enlarged so as to give obstrue- 
tion without being enlarged by rectum. 

Sound kidneys are probable. There is some 
slight irritation, probably not connected with 
the kidney but with the bladder. 

The chart gives us a very different impres- 
sion from what we have if we are told that the 
temperature went as high as 102°. This is essen- 
tially a normal temperature chart. That is what 
we want to know. The pulse also is strikingly 
normal in rate. So we have no reason to think 
there is any pneumonia at that right top,—the 
suspicion which was in our minds, from the 
signs aS we are given them. 

What discharge diagnosis shall we make? I 
think we should say hypertensive heart dis- 
ease. He certainly had hypertension and he 
certainly had heart disease, and no evidence of 
any other disease. 

A Puysictan: Had he any coronary block? 

Dr. Casot: I do not see the evidence. 

A PuysiciAn: He had pain. 

Dr. Cazsot: ‘‘Smothering dull pain in the 
chest’’ I do not think is like the pain of cardiac 
infarction, which is not a dull pain usually, but 
a very severe pain. The sudden attacks of 
dyspnea are more like infarction, but without 
pain I do not see how we can say more. 

We are coming more and more to realize, dur- 
ing the last two years especially, how common 
cardiac infarction is and how relatively mild,— _ 
how many people have it and get over it for 
months or years and then die of something else 
or of a second infarction. But I do not see here 
the evidence to show anything more than a weak 
heart, presumably hypertensive. His kidneys 
were sound, and there is no evidence of disease 
elsewhere. 

A Puysician: Did he probably have a tran- 
sient attack of asthmatic bronchitis ? 

Dr. Casot: It is hard to tell. On the whole 
I think I should say no, because of the low tem- 
perature. All the rales can be accounted for by 
passive congestion. The dullness is in a queer 
place for an asthmatic. I do not see how we can 
absolutely affirm bronchitis or negative it, but 
such evidence as there is seems to me against it. 

Probably the hospital surroundings were un- 
congenial and that is one reason he did not do 
well here. 

For a number of months he was getting along 
fairly well and going to work. It is well to re- 
member that when we see a man as badly off as 
he was in the beginning of this record. 
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Cold weather, as already said, is the heart pa- 
tient’s curse. Well-to-do people who can go 
south and stay south can live a good deal longer 
and certainly more happily as their hearts be- 
gin to give out. 

‘‘More dyspnea and more frequent attacks of 
pain’’ sounds more like coronary trouble. 


Exophthalmos has been mentioned by various 
writers in connection with chronic nephritis. 
If it goes with chronic nephritis it probably goes 
with hypertensive heart trouble, since those two 
diseases run into each other so much. 


Unless we really believe that a person has 
pneumonia throughout both lungs we have no 
right to write down a phrase like ‘‘bronchial 
breathing, both chests’’. What they really mean 
is probably prolonged wheezy expiration. The 
fremitus, breath sounds and whisper would not 
- be diminished if there were bronchial breathing. 
The lung is probably in the same condition as 
before. I think edema of the lungs is all we can 
say. 

If the same man made these second cardiac 
measurements under the same conditions, the 
heart is probably larger than before. 


Miss Painter: It was a different man. 


Dr. Casot: So that it is of no importance 
whatsoever. Any two men may percuss two 
centimeters’ difference. 


The blood pressure measurement of 100/50 
was probably at the end. 


These are normal kidneys. 
There is nothing in the blood. 


The chart shows a steadily though very slight- 
ly rising temperature. It did not get much 
above 99° until the very end, so it does not 
amount to much as evidence of infection. 


DIFFERENTIAL DIAGNOSIS 


I have nothing to add to what I said at the 
end of his first hospital stay, except that the 
possibility of cardiae infarcts, presumably old, 
with myocardial sears, is greater at this time 
than it was the first time. But it does not seem to 
me that we have at all a clear history of coronary 
and myocardial trouble. The history is prob- 
ably rather unreliable anyway, so we must be 
prepared to find something of that kind even 
though ‘we cannot predict it. On the basis of 
the history all we can predict is hypertrophy 
and dilatation of the heart, general passive con- 
gestion, and the cause hypertension. As to the 
question of possible emphysema of his lungs, 
I do not think emphysema can be diagnosed ex- 
cept by X-ray evidence. 

Dr. George W. Houmes: This plate was 
taken especially for the lungs. The lung fields 
are unusually large and bright, and of the type 
that we expect to see when there is some emphy- 
Sema present. The diaphragm is considerably 
lower on the left than on the right, even more 
than the anatomical normal should be. Then 
the angle between the chest wall and the dia- 








phragm on the right side is apparently oblit- 
erated, the appearance that we associate with 
pleurisy, sometimes a small amount of fluid. 
The hilus shadows are definitely increased. Of 
course it is disputed what constitutes ‘a normal 
or an abnormal hilus, but there are cases where 
the changes are gross. I think we are justified 
in saying they are abnormal. Then the mark- 
ings running out into the lung fields are larger 
than usual, and there are some lines that might 
be the interlobar septum. We should inter- 
pret it, so far as the chest is concerned, as 
emphysema, pleurisy at the right base, and 
peribronchial fibrosis or thickening due to some 
infection. Part of the change may be due to 
the condition of the heart. 


I have not read over the report. I hope I am 
not making a different statement today. 


The next plate was taken especially for the 
study of the heart, and differs from the other 
in that it is taken at a different phase of respira- 
tion. The first was taken at full inspiration. 
This was taken during quiet breathing, and 
would be halfway between full inspiration and 
full expiration: The heart shadow is obviously 
enlarged. The increase is more marked toward 
the left, and the shadow of what we interpret 
to be the left ventricle is distinctly prominent. 
There is no marked increase in the supracardiae 
shadow, but there is some across the base. If 
the transverse diameter of the supracardiae 
shadow is normal the chances of there being 
any dilatation of the aorta are very remote. 
There is not much evidence of arteriosclerosis 
either. That usually gives some increase across 
the base. 


This we should interpret as hypertrophy of 
the left ventricle. It could be due to long-stand- 
ing high blood pressure or disease of the aortic 
valve. We have no means of knowing which 
unless the aorta is dilated. Then we suspect 
aortic disease. The shadow across the base 
of the heart probably represents some dilatation 
of the auricle. This might be interpreted as 
rheumatic heart, or we could say hypertrophied 
left ventricle, broken compensation. That of 
course would fit very nicely with the changes in 
the lung and failing compensation. So that our 
impression of the heart would be against rheu- 
matic with multiple valvular lesions and in 
favor of high blood pressure with broken com- 
pensation. 

Dr. Cazot: I should not have known enough 
from the physical signs as given us to make the 
diagnosis of emphysema as Dr. Holmes has made 
it. I am much interested to see if it happens in 
this case, as it has in others, that the X-ray 
comes out right when we could not tell by other 
methods of examination. 

A Puysictan: How about the glands in the 
cervical region? 

Dr. Casot: I do not know what to say about 
those glands. Anyone who makes physical ex- 
aminations has to say that many times. Some- 
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times we can explain them and more times we 
cannot. I cannot explain them. 


X-RAY INTERPRETATION, FIRST ADMISSION 


The lung findings are probably due to a mod- 
erate amount of emphysema. 

General thickening of the lung markings. 
Pleurisy at the right base. 


X-RAY INTERPRETATION, SECOND ADMISSION 


The findings are those of arteriosclerotic heart 
disease. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Hypertensive and arteriosclerotic heart dis- 
ease. 

Cardiae asthma. 

Congestive failure. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Hypertensive heart disease. 

Possibly cardiae infarets with myocardial 
sears. 

Hypertrophy and dilatation of the heart. 

General passive congestion. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Arteriosclerosis of the coronary arteries, the 
aorta and the kidneys. 
Fibrous myocarditis. 


2. Secondary or terminal lesions. 


Chronie passive congestion, general. 
Metastatic carcinoma in liver, (primary source 
not found). 


3. Historical landmarks. 
Chronic prostatitis. 


Dr. Tracy B. Manttory: A very much hyper- 
trophied heart, weighing 590 grams, was found. 
Both ventricles were dilated, the walls hyper- 
trophied, both right and left. The valves were 
entirely negative except for a few patches of 
atheroma. The coronary arteries showed rather 
marked calcification, the lumen considerably nar- 
rowed, below half normal diameter, but nowhere 
obliterated. No obvious gross sears were found 
in the myocardium, so infaret can be definitely 
ruled out. Microscopically, however, numerous 
minute areas of fibrosis were found. The aorta 
showed a moderate degree of arteriosclerosis. 
The lungs showed emphysema and chronic pas- 
sive congestion. 

The liver showed marked chronic passive con- 
gestion. The kidneys were normal in size. The 
weight was 390 grams, but a considerable por- 
tion of that was peivie fat. I do not think they 
were enlarged; however, they certainly were not 
markedly diminished in size. The capsules 
stripped with some difficulty, leaving finely 
granular red surfaces,—the ordinary signs of 





diffuse arteriosclerosis in the kidney which we 
expect to get with hypertension. 

The head showed a distinctly edematous brain 
which checks up with his alcoholic history of the 
last few weeks. There was considerable arterio. 
sclerosis of the cerebral vessels. 

There was one other finding, a complete gur. 
prise, that perhaps explains the question re. 
garding the cervical glands, though the neck 
was unfortunately not dissected. Numerous 
small metastatic foci of cancer were found in 
the liver, but we were unable to find any souree 
for it in the prostate, pancreas, or gastro-in- 
testinal tract. The thyroid is a possibility of 
course, though the microscopic appearances do 
not suggest it and the absence of pulmonary 
metastases is much against it. 

Dr. Hotmes: Those changes around the root 
of the lung would probably be passive conges- 
tion? 

Dr. Matuory: I think so. We did not find 
anything else to account for them. 





CASE 14292. 


PAIN IN THE BACK AND HIP FOLLOW- 
ING RESPIRATORY INFECTION 


MepiIcaL DEPARTMENT 


An Italian shoemaker twenty-nine years old 
entered April 10 for study. 

Five weeks before admission he had a ‘‘cold”’ 
which ‘‘settled in his back and then spread to 
his right hip.’’ Since that time he had had con- 
tinuous pain in the region of his right hip on 
sitting or lying down, at times radiating down 
the leg. When he walked the pain soon wore off. 
Since the onset he had not been able to work. 
Whenever he had a cold ‘‘it settled in his back,’’ 
but he had never had any trouble of this sort 
before. X-ray examination in the Out-Patient 
Department the day before admission showed no 
definite abnormality of the pelvis. The portion 
of the femur included on the film showed appar- 
ent slight thickening of the Shaft and a little 
bowing. The skull showed no abnormality. 

His past history is negative except for con- 
stipation. 

His mother had kidney trouble. 

Clinical examination showed a well nourished 
man not apparently ill. Left dorsal, right lum- 
bar scoliosis with marked lowering of the left 


shoulder. There was some tilting of the pelvis 


up on the right when the patient stood. The 
right buttock was smaller than the left. There 


was a soft non-tender tumor running from the 
crest of the ilium along the posterior aspect of 
the bone nearly down to the trochanter. This 
gave the appearance of an abnormality of the 
hip joint, but there was no sign of dislocation or 
other deformity of the hip. There was limita- 
tion of flexion of the right hip as well as of ab- 
duction and internal and external rotation. 


These motions were only slightly restricted. 
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Forced motion was painless. The right trochan- 
ter seemed lower than the left. There was one- 
quarter inch shortening from the anterior-su- 
perior spine to the internal malleolus on the 
right, possibly due to asymmetry of the pelvis. 
There was no atrophy of the leg or thigh muscles. 
The right knee-jerk was markedly diminished 
and hard to elicit, the right ankle-jerk slightly 
diminished. There was an indefinite area of 
hyperesthesia over the midportion of the right 
shin and on the inner midthigh. 

Amount and specific gravity of urine not re- 
corded, alkaline, no albumin or sugar, sediment 
negative. Blood: 9,700 leukocytes, polymorpho- 
nuclears 80 per cent, hemoglobin 80 per cent, red 
count not recorded. Wassermann negative. Tu- 
berculin tests, bovine and human, both positive. 

Before operation temperature 98.4° to 101.2°, 
pulse and respirations normal. 

April 11 the right thigh and hip were ex- 
plored. The swelling over the hip proved to be 
hypertrophied tensor fascia femoris. The hip 
margin was exposed. No gross pathology was 
seen. Sections were taken from the gluteus 
medius and also from the synovia of the hip 
joint. 

After operation the temperature was elevated, 
100° to 103.1°, for two days. The patient had a 
little cough but no chest signs. The hip was kept 
in traction for five days. After the traction was 
removed the patient was quite comfortable. At 
the time of his discharge, April 24, the wound 
was solid. There was partial anesthesia over an 
area on the front of the right thigh. The right 
knee-jerk was absent, the left normal. There 
was a suggestion of Babinski on the right. Mo- 
tions of the right hip: flexion to 80°, abduction 
to 35°, adduction to 30°, complete extension. At 
discharge it was believed that the patient would 
show more neurological findings later. 


DIscussion 
BY A. V. BOCK, M.D. 
NOTES ON THE HISTORY 


The time of year is a thing that is worth 
thinking about from the point of view of diag- 
nosis, because you know there is a seasonal varia- 
tion of certain diseases like acute rheumatic 
fever in the spring, typhoid fever in the autumn 
and summer, anterior poliomyelitis in the sum- 
mer, practically never in the winter ; so that that 
is One point you really ought to think about when 
seeing a patient. 

That cold he had five weeks before admission 
makes one wonder whether the problem coming 
has anything to do with a preliminary acute in- 
fection. 

The fact that his mother died of kidney dis- 
ease has nothing to do with this history. 


NOTES ON THE PHYSICAL EXAMINATION 


Lowering of the left shoulder is what you 
would expect with that type of scoliosis. 





The limitation of motion in the right hip sug- 
gests that whatever this lesion is, it does have an 
influence either on the joint itself or on the 
group of muscles controlling the movement of the 
joint. 

The apparent lowering of the right trochanter 
has nothing to do with the hip joint in this ease. 

Even without asymmetry of the pelvis, if all 
of us in this room had those measurements made 
very few of us would prove to have measure- 
ments corresponding in both legs to within a 
quarter of an inch. Sometimes too much em- 
phasis is placed on such differences. 

There is no atrophy of the leg or thigh mus- 
eles. That is important because it suggests ab- 
sence of nerve injury. 

I cannot explain the diminished right knee- 
jerk from the neurological point of view. If 
this were a lesion inside the cord in the pyram- 
idal tract one could account for diminished or 
absent knee-jerks. If the lesion is outside the 
spine and has to do with a peripheral nerve one 
would not expect absence of the knee-jerks, but 
would I think be more apt to find evidence of 
foot drop or other trouble with the foot itself. 

Dr. Tracy B. Mauuory: It is fair to say that 
there was very marked diffuse tenderness over 
the thigh and also the lower leg. 

Dr. Bock: Was there no redness or swelling? 

Dr. Mauutory: No. 

Dr. Bock: Both tuberculin tests being posi- 
tive does not mean very much in an adult. I see 
no evidence of a bone lesion in the pelvis any- 
where or in the lumbar vertebrae. What that 
slight thickening of the femur means I am sure 
I do not know. 

Exploration of the thigh and hip showed noth- 
ing so far as this deseription goes. 

I hope there are better neurologists here than 
I am to account for that picture at discharge. I 
should have liked to see the patient to see if the 
observations were correct. With an absent knee- 
jerk you do not very often see a positive Babin- 
ski. A suggestion is different from stating 
definitely that it was there, but I do not see how 
it could be possible to have a Babinski in that 
leg. 


DIFFERENTIAL DIAGNOSIS 


If you want to venture a diagnosis it will be 
interesting to see what you think about it. It 
is very difficult to make a diagnosis in this kind 
of case even if you have the patient before you 
and check up the findings yourself. A case writ- 
ten up like this, that is observations of several 
different men, a case in which no neurologist 
ever saw the patient and went over the condition 
earefuly and completely described what he 
found, is a very difficult case for diagnosis. 

I can think of very few possibilities in this 
ease, and I am very sure that the things that I 
think of are not correct. One thing that I think 
of is what the orthopedists may have thought it 
was, tuberculoiss of the joint. This case, how- 
ever, had a very rapid onset and altogether is 
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quite unlike the sort of picture one gets with 
involvement of the hip joint due to tuberculosis. 
Here the evidence suggests a lesion outside the 
joint rather than in it, a local muscle lesion out- 
side the joint itself. 

Another condition that sometimes simulates a 
tuberculous joint is hemophilia. There again the 
condition is a chronic one due to recurrent 
hemorrhage into the joint and does produce 
X-ray changes not unlike those due to tuber- 
culosis; but the lesion ean be demonstrated in 
the joint without any difficulty. My feeling is 
that this thing is outside the joint. What sort of 
possible tumor this can be I cannot even con- 
jecture. The history of a preceding infection 
and the persistence of symptoms dating from 
that time seem to me to make the possibility of 
a tumor not so likely as the results of an acute 
infection. 

Whether the operator expected to find a pocket 
of pus in the joint at the time of this operation 
1 do not know, but I imagine that is what was 
in the back of his mind. 

I ean think of no other possibilities. 
imagine the diagnosis in this ease. 

A Strupent: Was there any evidence of dis- 
ease in the lumbar spine in the X-ray? 

Dr. Bock: I do not see anything at all. 
There are pretty clear margins here and the in- 
tercapsular dises seem to be all right. 

A Srupent: Did the patient have any 
eosinophilia ? 

Miss Painter: The blood report does not 
give the eosinophils. 

A Srupent: Is there a possibility of spinal 
cord tumor ? 

Dr. Bock: There is a possibility. I think a 
lumbar puncture might have been of some use, 
although it seems to me this is largely outside the 
spine. 

A STUDENT: 
of the spine? 

Dr. Bock: 

A STUDENT: 
lesion ? 

Dr. Bock: I have not ruled it out. I believe 
there is a nerve lesion, but what it is I cannot 
tell you. 

A StupENT: You said there was no atrophy 
of the leg and thigh muscles? 

Dr. Bock: You see asymmetry of the buttocks 
in connection with any long-standing scoliosis. 
It does tilt the pelvis. Whether this is respon- 
sible for the suggestion of an acute lesion I can- 
not make out. 

A Stupvent: Do you ever find neuritis of the 
femoral nerve alone? 

Dr. Bock: I do not know. 

A Stupent: Was the limitation of motion 


I cannot 


Could you consider tuberculosis 


It is possible but not likely. 
How do you rule out a nerve 


active or passive? 
I should say there was decidedly 


Dr. Bock: 





as 
a small active limitation of the joint, probably 
from muscle spasm. 

A Stupent: What kind of cold goes to the 
back and then to the leg? 

Dr. Bock: Almost any of the so-called com- 
mon colds can produce acute myositis. Acute 
respiratory infection commonly produces aches 
and pains, most often in the back. But so far ag 
producing a focal infection, that would be a 
difficult question to answer. If the organism 
came from the cold it would probably be a 
staphylococcus. Most of the throat infections 
are streptococcus. 

Dr. Mauutory: This is a rather unfair ease, 
but I think it is a very good one to point some 
morals, of which the chief is the importance of 
an accurate differential count. The man who 
asked about the eosinophils was on the right 
track, because the case was one of trichinosis. The 
museles removed showed the parasites. If 
trichina had been thought of before operation 
they would have asked if he had eaten pork re- 
eently, and they would have done a eareful dif- 
ferential count for eosinophils. They would have 
paid more attention to whether it was hyper- 
esthesia of the skin or deep tenderness of mus- 
cles. The loss of knee-jerks does occur in 
trichinosis occasionally, so that I think that ean 
be explained, and also the myositis was probably 
responsible for the appearance of swelling. 

The unusual thing about the ease is the sharp 
localization of the process apparently over one 
eroup of muscles in the right leg. There seemed 
to be no involvement of the muscles of the left 
leg or elsewhere. Usually where a single group 
of muscles is involved it is more apt to be in the 
leg than in the arm, but it is usually bilaterally 
symmetrical. 

Dr. Bock: A severe infection with trichina 
can give no signs of muscle soreness. The usual 
history is of a gastro-intestinal upset followed by 
persistent diarrhea which may last for two, three 
or four weeks and is associated always from the 
beginning with the development of soreness of 
the muscles. If the infection is in the diaphragm 
and very marked there may be considerable dis- 
turbance of breathing owing to interference with 
diaphragmatie action, and instead of being 
localized in the muscle and hip as this was, most 
of the picture may be confined to the diaphragm 
itself and be very confusing. This history is 
quite atypical for trichina. One does see an 
occasional case with diarrhea and a little fever 
without any signs of muscle tenderness or sore- 
ness of the thighs and with eosinophils of 20, 30 
or 40 per cent. Then we do an excision of the 
muscle for Dr. Mallory to see whether or not 
the presence of trichina can be demonstrated. 


DIAGNOSIS 


Trichinosis. 
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THE PROPOSED BOSTON 
PATHOLOGICAL INSTITUTE 


THE last number of the Rockefeller series on 
methods and problems of medical education’ con- 
tains a proposal for the establishment of a Bos- 
ton Pathological Institute. Dr. Timothy Leary, 
Medical Examiner of Suffolk County (South), 
presents in his exposition of the Massachusetts 
medicolegal system a clear and striking solution 
for the numerous problems that confront those 
interested in the training of future medical ex- 
aminers, and in making the best use of the large 
mass of material of value from the scientific 
standpoint that comes to the hands of the medi- 
cal examiners. 

One is startled in reading this monograph of 
the Rockefeller Institute by the great advantages 
possessed by Europe in medicolegal work. For 
example, we see descriptions of elaborate instit- 
utes of legal medicine in Graz, Cairo, Sienna, 
Cracow, Lembureg, Lisbon, and Bucharest as well 
as in better known medical centers. The rela- 
tively poor showing made by America in this 
line of work is a striking commentary on the 
effect of the coroner system on legal medicine. 
From the standpoint of either protection of the 





community or scientific progress the coroner sys- 
tem is outworn and as antique as is the office 
of coroner itself. The abuses of the coroner sys- 
tem were only too well known in Massachusetts, 
and were strikingly summed up in the report of 
of Tyndale? in this JouRNAL, fifty-one years ago. 

The establishment of the medical examiner 
system, the fiftieth anniversary of which was re- 
cently commented on editorially in this JOURNAL, 
has meant to the people of Massachusetts far 
more than they realize. That it may mean still 
more, the Boston Pathological Institute is pro- 
posed, an institute in which there would be an 
opportunity for the medical examiners outside 
Suffolk County to gain additional postmortem 
experience and pathological training, and where 
there would be a central laboratory with facili- 
ties for routine toxicological and serological ex- 
aminations as well as research in the neglected 
field of legal medicine. Moreover, from the 
standpoint of teaching, the medicolegal patho- 
logical material is of striking advantage, owing 
to the large numbers of cases of sudden death 
where early rather than terminal manifestations 
of disease may be seen and studied. It would 
be a great advantage to all the citizens of Massa- 
chusetts, and particularly to the medical profes- 
sion of the State, if this proposed pathological 
institute could be transferred from paper into 
brick and mortar in the Boston City Hospital 
group. 
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THE BIOLOGY OF ALLERGY 


Dr. WARREN T. VAUGHAN, in an address de- 
livered before the Virginia Academy of Science 
and published in Science, has given as clear a 
conception of the probable biology of hay fever 
and asthma as may well be found. Most of us 
are familiar with the phenomena of anaphylaxis 
and allergy ; most of us know that the introduc- 
tion of foreign proteins into the living body gives 
rise to these phenomena; we are less familiar 
with the detailed biologie explanations of them. 
Although, at the beginning of this century, 
it was realized that the inoculation of guinea 
pigs through the skin with various proteins 
would give rise to fatal symptoms resembling 
asthma if the inoculation were repeated after an 
interval of ten days or two weeks, it was not 
until 1910 that this knowledge began to be suc- 
cessfully applied toward an understanding of 
the cause and relief of the allergic diseases. 

The theories of anaphylaxis, meaning without 
protection, and of allergy, meaning. literally al- 
tered energy, are interesting, depending as they 
do on the incomplete break down of foreign pro- 
tein in the body. Not more than twenty amino- 
acids are to be found in native proteins, and yet, 
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combinations into proteins are limitless. A fun- 
damental law is that whenever a living cell comes 
into contact with a foreign protein it elaborates 
an enzyme to reduce that protein into its con- 
stituent amino-acids. 

However, when a foreign protein is injected 
directly into the body of a guinea pig thus side- 
stepping normal gastrointestinal digestion, the 
foreign body appears in the blood and lymph 
and changes the immediate environment of the 
body cells. The body cells so stimulated set to 
work to manufacture a specific enzyme. As the 
constituent amino-acids are taken away from the 
protein, a stage is reached in which the remain- 
ing portion of the molecule is extremely poison- 
ous, and this poison gives rise to anaphylactic 
shock. In normal enteric digestion anaphylaxis 


does not occur, because digestion is really taking 
place outside of the body, in the stomach and 
intestines, and while the protein poison is proba- 
bly formed at one stage in digestion, at another 
stage it is still further broken down into harm- 
less amino-acids before absorption through the 
mucous membrane takes place. 

Why repeated injections of the offending pro- 
tein will eventually immunize the subject against 
this anaphylaxis we do not know, but we as- 
sume that with this continuous introduction the 
velocity of the chemical reaction is slowed up 
so that the protein poison is liberated more and 
more slowly, while the body cells themselves be- 
come increasingly resistant to the attack. 

Conservatively only about 10 per cent. of the 
general population is predisposed to allergy, and 
curiously enough it tends to be an hereditary 
predisposition, following the Mendelian Law, 
probably as a dominant characteristic. Specific 
sensitizations are not inherited, but simply the 
tendency to become sensitive; thus in succeeding 
generations we may find sensitization to egg 
white, timothy or chicken feathers, manifesting 
themselves as hay fever, asthma, eczema or mi- 
graine. 





MIDWIVES IN NEW YORK CITY 


To those people who believe that the midwife 
is an important factor in the problems of mater- 
nity work among certain classes of society, the 
decreasing number of midwives in New York 
City is of interest. 

In 1909 there were 3131 midwives in New 
York City who attended 49,616 births. The 
number of midwives and the births reported by 
them have declined so that there were 1262 reg- 
istered midwives who reported 20,959 births in 
1927. 








THIS WEEK’S ISSUE 


Contains articles by the following nameq 
authors: ; 


McIver, Monroz A. A.B., M.D. Harvard 
University, 1917; F.A.C.S. Assistant Professor 
of Surgery, Harvard Medical School; Assistant - 
Visiting Surgeon, Massachusetts General Hos. 
pital. His article is entitled: ‘‘ Intussusception 
of the Small Intestine with Special Reference to 
Meckel’s Diverticulum as a Causative Factor’’, 
Page 453. Address: Massachusetts General 
Hospital, Boston, Massachusetts. ~ 


Birnig, JOHN M. A.B., M.D. Harvard, 1906; 
F.A.C.S. Visiting Surgeon, Springfield Hos- 
pital; Visiting Surgeon, Mary Lane Hospital, 
Ware; Visiting Surgeon, Morison State Hos- 
pital; Consulting Surgeon, New England Shrine 
Hospital; President, Massachusetts Medical So- 
ciety ; Secretary, New England Surgical Society. 
His article is entitled: ‘‘Suprapubie Prostatee- 
tomy’’. Page 456. Address: 14 Chestnut 
Street, Springfield, Massachusetts. 


CorseTt, J. J. A.B., M.D. Harvard, 1906; 
F.A.C.S. Ophthalmie Surgeon-in-Chief, Boston 
City Hospital; Chief Surgeon, Eye, Ear, Nose 
and Throat Department, Malden Hospital ; Con- 
sulting Ophthalmie and Aural Surgeon, Whid- 
den Memorial Hospital, Everett. His article is 
entitled: ‘‘Tear-Sae Surgery’’. Page 459. Ad- 
dress: 520 Beacon Street, Boston, Massachusetts. 

Himes, Norman E. B.S., M.A. Sometime 
Robert Treat Paine Fellow in Social Ethies, 
Harvard University; Fellow Social Science Re- 
search Council; Instructor in Economies, Sim- 
mons College, Boston. His article is entitled: 
Charles Knowlton’s Revolutionary Influence on 
the English Birth-Rate’’. Page 461. Address: 
121 Holden Green, Cambridge, Massachusetts. 

Coss, JosepH J. M.D. Maine Medical School, 
1881. President, New Hampshire State Medical 
Society, 1928-1929. His article is entitled : ‘‘ The 
General Practitioner of Medicine and His Rela- 
tion to Surgery’’. Page 466. Address: Berlin, 
New Hampshire. 

FisHpein, Morris. B.Se., M.D. Rush Medical 
College, 1912. Editor of the Journal of the 
American Medical Association and of Hygeia, 
the Health Magazine, Chicago; Assistant Clini- 
eal Professor of Medicine, Rush Medical Col- 
lege. His articles are entitled: ‘‘Socialized 
Medicine’’ and ‘‘Frauds and Quackery in Medi- 
cine’. Page 472. Address: 535 N. Dearborn 
Street, Chicago, Illinois. 
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THE DOCTOR’S SADDLE BAG 


HEALTH HAZARDS 


Iv is a curious inconsistency and a sad com- 
mentary on human nature that man, through 
bigotry, ignorance or sheer dollar selfishness, 
seeks constantly to deprive himself and his fel- 
lows of one of their most cherished heritages— 
that of health. The newspapers and the maga- 
zines are full of instances of perverse health haz- 
ards, unnecessary and unealled for, and insti- 
gated purely by selfishness. Quack medicines, 
fake cures and insidious propaganda are con- 
stantly bombarding us through the medium of 
the advertising sections of our press, all de- 
signed purely for the manufacturer’s interests, 
all claiming to have our interests at heart; many 
of them actually dangerous to health. This dan- 


ger may not come directly through the use of 
the advertised preparation, which may be harm- 
less. It lies in the fact that self-treatment with- 
out diagnosis is advocated, whereby actual dis- 
ease may be allowed to reach an incurable stage 
unrecognized and improperly treated. It lies in 
the fact that the idea of actually non-existent 
disease is raised in the mind of the credulous 
reader and a state of mental ill health is im- 
planted. 

Malodorous incidents have recently come to 
light where the spectre of cancer has been in- 
culeated in the minds of innocent victims suf- 
fering only from too much faith in mankind; 
their money has been taken for false cures and 
they have eventually been driven to suicide. 
Man’s inhumanity to man is still a cause of 
deepest mourning. 

The quack medicine industry and the border- 
line health beggars—the coiners of the famous 
word halitosis which has been worth millions 
(i. e., halitus, a vapor; an expired breath—suf- 
fix, Osis, a disease: The reader is invited to draw 
his own conclusion). The inspired inventors of 
those cryptic initials B. O. meaning body odor, 
always whispered with bated or halitotic breath 
—these respected patrons of the Saturday Even- 
ing Post are the world’s best gold brick sellers 
of the age. In this great human zoo of which 
we form a part these are the health hyenas. 

This, of course, is sheer commercialization of 
health. The quack medicine and fake cure ven- 
dors are purely and simply charlatans and 
frauds. The body odor removers and the purg- 
ers of the temple of pyorrhea are perhaps some- 
what less fraudulent, but only a little so. They 
also are obtaining money under false pretences 
but they keep better company. ‘They sleep on 
Simmons beds and preserve their own health 
through electric refrigeration. 

Other types of health hazards are equally dif- 
ficult to combat although of a different order. 
The sincere but misguided cranks are perplex- 





ing thorns in the sides of clear thinking persons. 
Self interest does not obviously guide them, for 
they think that they are performing a service in 
the world. They are immune to argument for 
their minds are like the restless waters of the 
sea, or like dough, on which no permanent im- 
pression can be made. They are the anti-vac- 
cinationists, the anti-vivisectionists and the 
rabid misbelievers in rabies. On the whole they 
do little harm among people of average intelli- 
gence, although they are singularly effective in 
influencing legislative action. 

The saddest part of our story comes when we 
consider the physicians who advise against vac- 
cination because ‘‘they do not believe in it,’’ 
who are distrustful of immunization against 
diphtheria because they are ignorant of it; who 
do not believe in the infection of man with bo- 
vine tuberculosis, and who are against pasteur- 
ization of milk for no good reason at all. When 
they closed their last book in medical school, 
some twenty or thirty or forty years ago, they 
closed their minds as well, and have not opened 
them since. New ideas may knock forlornly at 
the door, but they cannot gain admittance. 


I know of a physician in a town of Massachu- 
setts who is on the staff of the local hospital and 
milk inspector as well. Pasteurized milk is sold 
in the town, but not in the hospital. The milk 
inspector ‘‘does not believe in it.’’ He must 
have read, or have been told, of the epidemic at 
Lee but it has made no impression on the tab- 
lets of his mind. That sort of thing, he prop- 
ably believes, cannot happen in his town; per- 
haps because he is milk inspector. 


The physicians of Massachusetts, if they have 
a will to do so, can create such a public opinion 
that raw milk will not have a market in this 
State. When they realize that their profession 
is no longer one of pill peddling and throat gaz- 
ing only, they will do so. They must realize 
that the private practice of medicine must be- 
come the private practice of preventive medicine 
and they must become unofficial health officers. 
Those who fail to catch the train of progress 
will be left upon the tracks of desuetude. I 
should like to challenge anyone to present a fair 
argument against the universal pasteurization 
of milk in Massachusetts. 


A few milk producers have already presented 
their arguments, and they are puny ones. Some 
have already claimed that their milk cannot 
carry the streptococcus because, forsooth, their 
cows are tuberculin tested. More damaging evi- 
dence of ignorance or inept selfishness could 
not well be raised against them. 

Certified milk, which is raw, would either re- 
quire a special dispensation or would have to 
go by the board. Very well, let it go in the 
interests of public health. Continue to produce 
a super-excellent milk, if you will, under the 
supervision of a commission, and then pasteurize 
it. It would be a better milk, and safer and 
worth all that it could be sold for. 
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THE BOSTON MEDICAL LIBRARY 


EARLY MEDICAL WORTHIES IN 
AMERICA 


OnE thing that impressed the reader of such 
bibliographical sketches of Colonial physicians 
as there are extant is the deeply religious con- 
victions possessed by so many of the profession 
of those days. They naturally might be expect- 
ed to have been so, coming as they did for the 
most part from stock distinguished for its piety. 
Besides that, Science had not diverted men’s 
minds from religious contemplation to the ex- 
tent it later did. Furthermore they were two 
hundred years nearer the period when religion 
and medicine were closely allied. Whatever 
one may feel as to the reconcilability of Science 
and Religion one ean but recognize the fact 
that, other things being equal, the man with 
deep spiritual convictions is in a better position 
to manage patients than he who disclaims any 
belief in such matters. The stronger the char- 
acter the better the doctor, might very well 
stand as an aphorism concerning the medical 
profession. 


Michael Pupin, Professor of Physies at Co- 
lumbia, has recently published a book, ‘‘The 
New Reformation’’, the perusal of which is 
well worth while by every physician for there 
is that in it which will help to ground those 
beliefs which are dormant, at least in the sub- 
consciousness of most men, though sometimes 
submerged by intellectual doubts. We need 
the help of some one with a clarified vision who 
has worked with the tools of Science but has 
been able to keep faith and give cogent reasons 
for his ability to do so. It may be that a re- 
vival of the old time piety and reverence 
for the things of the spirit might be a whole- 
some corrective for certain of these baser char- 
acteristics which crop out at various times 
among practitioners of medicine causing us to 
wonder why so good a man should depart so 
far from the paths of rectitude. 


DR. BENJAMIN RUSH 
1745-1813 


3enjamin Rush was born on December 24th, 
1745 on a plantation about fourteen miles 
from Philadelphia, to which place his immedi- 
ate ancestors had immigrated from England 
soon after the first settlement in the 17th cen- 
tury. When he was eight or nine years of age 
he came under the influence of the Reverend 
Samuel Finley who conducted a school in Not- 
tingham, Maryland. Later Finley became one 
of the Presidents of Princeton University. In 
this quiet country life and among a very re- 
ligious people he was brought up at a most 
impressionable period of his youth. During 
these years he devoted most of his time to elassi- 
cal studies. In 1759 he was entered at Princeton. 
He obtained the degree of A.B. after one year’s 





ae 
study, viz. in 1760, when he was barely fifteen 
years of age. During the next six years he pur. 
sued the study of medicine under the tutelage 
of Dr. Redmon. He was one of ten students 
who constituted the first class to study anatomy 
in this country, in a college course given by Dr, 
Shippen, at the University of Pennsylvania, 
After finishing his apprenticeship with Dr. Red. 
mon he went, in 1766, to Edinburgh where he 
was given his Doctor’s degree in 1768. He spent 
a few months in London and Paris after grad. 
uating from Edinburgh, returning to Philadel- 
phia in the fall of 1768. In 1769 he joined Drs, 
Shippen, Morgan, Kuhn and Bond on the fae. 
ulty of the recently founded College of Phil. 
adelphia, where he was made Professor of Chem- 
istry. Two years later when the College be- 
came a part of Pennsylvania University he was 
chosen Professor of the Institutes and Prae- 
tice of Medicine and of Clinical Practice. 

From the time of this first appointment he 
was a public teacher for forty-four years. All 
of his life he had a good many private pupils 
and it is estimated that he taught close to twen- 
ty-five hundred pupils during his long career. 
At the time he began his teaching, diseases were 
dealt with as orders, classes general and species, 
just as botanists dealt with plants. In one of 
the standard treatises of the time, Cullen’s, 
there were 1387 diseases each with its supposed- 
ly appropriate treatment. His contribution to 
the teaching of medicine was to change all this, 
so that any disease was studied for its effect 
upon the system; either it depleted or it stim- 
ulated. Having determined to which of these 
two classes it belonged he selected the treat- 
ment that would best counteract whichever ten- 
deney it had. In this way he simplified classi- 
fication and the Pharmacopeia. Naturally he 
became an advocate of bleeding as a means of 
depletion. He was a very close student of the 
pulse and was reputed to know more about it 
and what it indicated than any one up to his 
time. His ideas on fevers are, to us of the pres- 
ent day, fantastic and inasmuch as this theory 
of blood letting was based to a large extent upon 
his theory as to the cause of fevers his cham- 
pionship of that method of treatment has neces- 
sarily undergone considerable modification. In 
spite of his vigorous championship of what he 
believed to be sound in doctrine he was open- 
minded and courted the freest discussion and 
criticism. Ile was always ready to be convinced 
of his error. 

In 1739 he passed through an epidemic of yel- 
low fever, by reason of which more than four 
thousand lives were lost in Philadelphia alone. 
His willingness to diseard what had proved itself 
ineffective and his well-trained powers of obser- 
vation enabled him to adopt measures, the essen- 
tial feature of which was purgation. This seemed 
to materially aid in bringing the epidemic to an 
end. He nearly lost his own life however as a 
result of his superhuman efforts in behalf of the 
sufferers. He was an indefatigable worker; to 
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him there was the possibility of learning some- 
thing from every human contact and every ex- 
perience, new or old. He entertained the same 
view about the acquisition of information by the 
mind as he did about his medical system for he 
is quoted as having said that ‘‘ideas, whether 
acquired from books or by reflection produce a 
plethora in the mind, which ean only be relieved 
by depletion from the pen or the tongue.’’ <Act- 
ing on this principle he wrote a great deal for 
a man in active practice. A list of sixty-four 
papers is given in Dr. James Thacher’s ‘‘ Memoir 
of Dr. Rush’’ and these were only the ones pub- 
lished during his lifetime. Beside the activities 
of all kinds which especially pertain to the career 
of a physician he extended his interest as well 
as his influence into many other fields. So im- 
portant were his efforts in these outside affairs 
that his fellow citizens honored him with posi- 
tions of trust and responsibility. Often his pen 
was active in promoting some cause not in any 
way related to his profession and the number 
of his spoken addresses was not inconsiderable. 
He was a member of the Congress at whose sit- 
ting the Constitution of the United States was 
adopted. It was due to his efforts that Dicken- 
son College was established in Carlisle, Pennsyl- 
vania, and on all oceasions he strongly supported 
and advocated publie education. The establish- 
ment of a Republican form of government meant 
to him, more than anything else, the very thing 
that Mr. Hoover seems to have conceived as the 
goal of that type of Government, viz.: a form 
under which ‘‘individualism’’ might attain its 
highest development. This he frequently stressed 
in his writings and public addresses. President 
Adams appointed him as Treasurer of the Unit- 
ed States Mint, which position he occupied for 
fourteen years. He was the founder of the Phil- 
adelphia Dispensary, which was the prototype 
of similar charitable medical institutions in 
many other cities, e. g., in Boston, New York, 
Baltimore and Charleston. His religious faith, 
piety and reverence for sacred things found 
frequent exemplification in his many-sided life 
and left a deep impression upon all with whom 
he came in contact. He was a Vice-President 
of the Philadelphia Bible Society and active in 
the promotion of its objects. During the latter 
years of his life one of the studies he was carry- 
ing on was upon the medicine of the Bible. It 
was always his custom to have some topic on 
hand upon which he was gathering information, 
later to put into shape for his own edification 
and that of others. Few characters in our medi- 
eal annals supply so much food for thought 
to those who are seriously interested in their 
own professional work and desirous of making 
the most of the capabilities of which they are 


possessed. 


MISCELLANY | 


HOSPITAL CHARGES REGARDED AS NOT 
EXCESSIVE 





A recent survey conducted by the Federal Bureau 
of Labor Statistics of the Department of Labor has 
shown that although the cost of hospital care has 
risen since 1913 this increase is not in proportion 
to the growing cost of operation nor equal to the 
cost of other public services. 

Although there seems to be a general impression 
that hospitals are maintained at unreasonably high 
costs a careful examination of the facts indicates 
economy and efficiency on the part of those in charge 
of these institutions. 

John A. McNamarry in an article, the Modern Hos- 
pital, June 28, presents figures and arguments which 
are instructive. 

It is estimated that ten million people of the 
United States pass through the hospital every year. 
The average hospital cost is estimated to be $300. 
including the fees for the physician and nurse. This 
requires an average item of $100. per year in the 
family budget. 

It has been shown that the average per capita 
cost per day in four representative hospitals in one 
city in the Middle West was $2.83 in 1913 and that 
in 1926 it had increased to $6.65. The cost for serv- 
ice had increased 135 per cent. while the charges had 
increased on the average of 66 per cent. A study of 
several hospitals in Pennsylvania confirmed the facts 
first noted. 

Other forms of public service such as_ public 
schools, health and sanitary departments have shown 
much greater comparative costs. 

There is an offset in the increased cost of hospi- 
tal service as shown by a shorter average stay in 
hospitals at the present time as compared with that 
recorded several years ago. 





DEATH OF OFFICE WORKERS 


Statistics compiled by the Metropolitan Life In- 
surance Company show that tuberculosis of the lungs 
is the most important single cause of death among 
men and women employed in clerical occupations 
although the rate is somewhat lower than it was 


eleven years ago. 

Following pulmonary tuberculosis, heart disease, 
influenza, pneumonia, Bright’s disease and accident- 
al violence follow in the order given. As regards 
morbidity among office employees of the Company 
there was found to be more frequent sickness among 
women than men, but when men are sick the period 
of disability is longer. The most important cause of 
disability was the acute respiratory diseases. 

It is believed that more attention given to improv- 
ing ventilation, illumination, bad seating, bad habits, 
and fashion will do much to improve the conditions 
of office workers. 

It is evident that the time and efficiency lost 
through disease impose an unnecessary burden on 





the employers of office forces. 
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TUBERCULOSIS ABSTRACTS 
A REVIEW FOR PHYSICIANS 


Issued Monthly by the National Tuberculosis 
Association 


Treating a case of tuberculosis requires science 
and art. The tuberculosis patient is sick physically 
and psychically. “Treat the patient—not only the 
disease” is more than empty play on words. In no 
disease is recovery more dependent on the intelli- 
gence and co-dperation of the patient than in tuber- 
culosis. Expert management of the pathological con- 
dition is not enough; the patient must also be taught 
and trained and encouraged to adjust himself to his 
handicap. Unless doctor and patient are sympatheti- 
cally in accord, this cannot be achieved. 

SIR WILLIAM OSLER SAID: 

“There is no greater mistake than to keep from 
the patient the knowledge that he has tuberculosis 
in its early stages, as it is only by having that knowl- 
edge that he can be expected to recover. We are 
criminal participants if we refuse to tell the patient 
exactly the nature of the trouble.” 

SAFETY IN KNOWLEDGE 

Patients may recover without even knowing they 
are tuberculous; but it is far better that a tuber- 
culous person study the disease in order that he may 
recover more rapidly and that he may avoid a future 
breakdown. Knowledge of the disease gives one a 
feeling of safety, and safety means happiness. A per- 
son who has been tuberculous and is well informed 
on the subject is not often worried about his future. 
He knows how to avoid trouble, he feels safe, and, 
as a consequence, is more likely to live a normal and 
happy life. Patients, taking a rest cure, should learn 
tuberculosis, learn it well! Traveling about in the 
dark is an unsafe way to get through life. 

Persons with supposedly imaginary troubles are 
commonly advised to “forget it.’ Such advice is 
dangerous. The great evil resulting from the indis- 
criminate use of the expression—forget it—is that 
the patient often has at the time not only a serious 
but- actually a fatal disease that the doctor has not 
discovered. 

After a tuberculous patient has taken a rest cure 
and has gone back to work, his mind begins to build 
up a barrier to exclude the disagreeable parts of his 
recent experience. This is normal. Only morbid 
minds and chronic sympathy seekers continue to 
dwell on hardships, past or present. The healthy 
mind forgets disagreeable experiences. For this rea- 
son, persons that have been tuberculous often wilfully 
deny the fact after recovery from the disease. It is 
commendable self-deception. But they do follow the 
straight and narrow path, and, should evidence of 
what they think may be active disease reappear in 
them, they go at once to their medical attendant for 
another examination.—Getting Well and Staying Well, 
John Potts, C. V. Mosby Co. 


INSTRUCTING THE PATIENT 


The ultimate result in pulmonary tuberculosis de- 
pends directly on the patient’s application of the 
knowledge he has acquired about what he should and 
should not do. Education of the tuberculous patient 
closely resembles psycho-therapy. In a preliminary 
talk, Brown tells the patient a few fundamental prin- 
ciples. He describes the pathology, using homely 





: : RR 
similes comparing the newly formed scar tissue, for 


example, to a delicate spider web which may easily 
be stretched or broken by the patient’s indiscretion 
and so permit tubercle bacilli to migrate to new areas 
of the lung. He does not peremptorily order the 
patient to bed but puts the whole problem before him 
so that the patient himself elects to go to bed. While 
in this state of mind, the patient is receptive to all 
sensible suggestions. The rdéle played by rest, fresh 
air and nutrition is then explained to him. At each 
visit, he is given additional information. Questions 
are jotted down when they occur to him and are dis. 
cussed with the doctor at the next visit. The care 
needed to recover and to prevent future breakdown 
becomes a part of the patient’s subconsciousnegs, 


Mention of complications is taboo until they acty. 
ally occur. Physical findings are not discussed with 
the patient except that certain sounds heard in the 
chest are called “green lights,” meaning “go slow,” 
or “red lights,” meaning “lay off in the side track 
for a while.” Occupational therapy (when bed rest 
is no longer required) is a God-send. Idle patients 
are tempted to do foolish things. 


After the training in the sanatorium or by a pri- 
vate physician, the patient passes on into the uwni- 
versity of life, there to solve his own problems with 
the aid of occasional advice from his physician— 
Instructing the Tuberculosis Patient to Assure Per- 
manency of Recovery, Lawrason Brown, Jour. of the 
Out. Life, March, 1928. 
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Ratio of cases of tuberculosis reported to deaths from tuber- 
culosis, according to states. Compiled by Dr. Robt. E. Plunkett, 
N. Y. Dept. of Health. 





FEEBLE-MINDED AND EPILEPTICS IN MAINE 
STATE INSTITUTIONS: 1927 


PRELIMINARY REPORT 


Washington, D. C., August 1, 1928——The Depart- 
ment of Commerce makes the following announcement 
for the State of Maine concerning results of the 1927 
census of feeble-minded and epileptics in state insti- 
tutions. 

The Pownal State School had a total of 43 first ad- 
missions during the year 1927, as compared with 71 
in 1926, and 104 in 1922. The ratio of first admis- 
sions per 100,000 of population was 5.4 in 1927, as 
against 13.4 in 1922. 


These first admissions represent patients received 
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during the year, who had not previously been under 
treatment in any institution for feeble-minded and 
epileptics. Such newly admitted patients afford the 
pest available measure of the number of new cases 
which are brought under institutional care during the 
ear. 

y' The extent to which provision has been made for 
the state institutional care of feeble-minded and epi- 
leptics is perhaps best indicated by the number of 
patients in the institutions on a given date. The 
number of patients present in the Pownal State 
School on Jan. 1, 1928, was 683 as compared with 62 





on Jan. 1, 1910; and the ratio of such patients per 
100,000 of general population, increased steadily from 
8.4 on Jan. 1, 1910, to 86 on Jan. 1, 1928. 

Of the first admissions in Maine during the year 
1927, 20 were males, and 23 were females; and of 
the patients present on Jan. 1, 1928, 348 were males, 
and 335 were females. 

Those figures are based on reports furnished by 
the institution, with the co-operation of the State 
Board of Charities and Corrections. The figures for 
1927 and 1928 are preliminary and subject to cor- 
rection—Department of Commerce, Washington. 

















First admissions during the year Patients present January 1 

Yoar Per 100,000 Per 100,000 

Number of general Number of general 

populations population# 
z 9 2 8 . se @ eee eeee 683 86.0 
9 27 w 6 eid 43 5.4 669 84.6 
PONS G) ss so: 4 7 9.0 640 81.2 
1923 .6.-.4 eee ecce 467 60.0 
28 She @) «4 104 13.4 377 48.6 
1 9 1 0 eeeg ece eoee 62 8.4 











* Based on estimated population July l. 





# Based on estimated population January 1, 1928, 1927, 1926, 1923, and 1922; and 
enumerated population April 15, 1910. 











THE INCIDENCE OF VARIOUS DISEASES AT 
DIFFERENT AGES 


Until recently the best index of the incidence or 
prevalence of most diseases has been the number of 
deaths, according to Surgeon General H. S. Cumming 
of the U. S. Public Health Service. Since the fatality 
of different diseases varies greatly, death records can 
not indicate very accurately the number of cases 
that actually occur. There has been a need for com- 
plete records of actual disease prevalence in the gen- 
eral population which has been long recognized by 
public health workers and students. While this need 
was being met to some extent by occasional records 
of sickness among school children and employed 
workers, the available information did not cover the 
entire life span nor did it include persons not at 
work or at school. 

In an attempt to supply these needed data, the U. 
S. Public Health Service undertook a continuous sur- 
vey of a general population group in Hagerstown, 
Maryland. Records were made of all the illnesses 
which occurred among persons of different ages and 
of both sexes, and the cause was ascertained for each 
illness in so far as possible. The practicing physi- 
cians of that locality coédperated in ascertaining the 
cause of illness. 

The results of this study in so far as they relate 
to the incidence of various diseases according to age 
have just been published by the U. S. Public Health 
Service, and constitute a volume of material which 
is more complete and detailed than that of any other 
study so far published in this country or abroad. The 
population group studied included about 8,000 per- 
sons, and it was canvassed continuously by experi- 
enced field assistants for nearly two and a half years. 
Since this group was fairly representative of a typi- 
cal small city in the middle eastern part of the 
United States, the statistics obtained afford a prob- 
ably fair sample of the general population in this 
section. 





The results of this study are given in numerous 
detailed tables and charts—United States Public 
Health Service. 





INVESTIGATION OF YELLOW FEVER IN AFRICA 


The ministry of Health of Great Britain and the 
Yellow Fever Commission of the Rockefeller Founda- 
tion have united in an intensive effort to discover 
the endemic center of yellow fever in Africa. 

The great difficulty is found in the fact that visi- 
ble epidemics of the disease do not occur unless 
there is a constant stream of non-immune investiga- 
tion. The disease dies out in communities with 
stationary populations because the living remainder 
of groups of people constantly exposed to the dis- 
ease gradually become immune, hence the endemic 
center may not be found in native populations. 

In the study of susceptible animals it has been 
found that guinea pigs, and monkeys and chimpan- 
zees in West Africa are immune, but macaque mon- 
keys imported from India are susceptible. 

It is now believed that the African disease is 
identical with that found in other parts of the 
world. 





CHANGES AT VANDERBILT UNIVERSITY 


Following the resignation of G. Canby Robinson 
from the faculty, Dr. C. Sidney Burwell has been 
made professor of medicine at Vanderbilt University, 
and physician-in-chief of the hospital. Dr. W. S. 
Leathers, professor of preventive medicine, has been 
elected dean of the school; Dr. Hugh Morgan has 
been promoted from an associate professorship to a 
professorship of clinical medicine, and Dr. Horton 
Casparis has been made professor of pediatrics and 
head of the department. 
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RALEIGH-FITKIN MEMORIAL FUND 


Yale University, according to Science, is the re- 
cipient of a gift of $1,000,000 made by A. E. Fitkin, 
of New York City, in memory of his son. Under the 
terms of the gift the Raleigh-Fitkin memorial pavil- 
ion will be erected aad dedicated to the care of 
children. The remainder of the fund will be used 
as a permanent endowment. The whole fund being 
devoted to the study of children’s diseases from the 
standpoint of curative and preventive medicine. 





SUSPENSION OF THE REGISTRATION OF 
DR. WALDO B. JONES 


At a recent meeting of the Board of Registration 
in Medicine the registration of Dr. Waldo B. Jones 
was suspended for three months dating from Aug- 
ust second, for violation of the Massachusetts liquor 
law. 





PUBLIC HEALTH IN FLOODED AREA OF 
MISSISSIPPI VALLEY 


Approximately one year has elapsed since the fright- 
ful disaster of the flood in the Mississippi Valley. 
The United States Public Health Service, states that 
some comfort may be obtained in the knowledge 
that better communities are being builded on the 
ruins of those destroyed, and as a rule, a better pub- 
lic health regime has been inaugurated. Following 
the flood of waters there has developed another flood 
—a flood of sanitation development, which has placed 
that area many years ahead of the old program in 
connection with the development of full-time county 
health service. Since July, 1927, 78 counties have 
joined the roll of those that are enjoying adequate 
public health protection through the labors of over 
300 full-time health workers. This is a distinct step 
forward, and a stimulus to perpetuate these endea- 
vors. 

If the work continues as it has to date, the Miss- 
issippi Valley will soon enjoy the universal public 
health protection it deserves. 

This should serve as a splendid example to other 
communities and stimulate them to strengthen their 
local health departments and secure adequate full- 
time health service—Bulletin United States Public 
Health Service. 





ECONOMICS AND MEDICINE 


A doctor once was asked: 

“On what are your charges based?” 

He answered: ‘There are no economics in a doc- 
tor’s fees. They are a mixture of factors, the gravity 
of the operation, the difficulty of the task, its success 
or failure, the patient’s financial status—these and 
other things play a part.” 

But if a doctor’s fees are not based on sound eco- 
nomics, there are tremendous economic factors in the 
relations of his profession to the community. 

At a recent session of the Congress of American 
Physicians and Surgeons it was declared that deaths 
from heart: disease cost the country $1,500,000,000 
a year and that the care of such cases cost another 
$100,000,000. How the learned doctors reached these 
figures we do not know but we accept them content- 
edly, pausing only to note that that totals more than 
the wholesale value of electrical machinery made 
in 1925, according to the census of manufactures. 





We pick out electrical machinery because Dr. Paul| 


D. White of the Massachusetts General Hospital 
blames the automobile and the telephone and like 
accessories of modern life for the increase in heart 
disease and exonerates alcohol, tobacco, coffee ang 
most athletics. So when the same newspaper tells ug 
that we shall use 111 billion cigarettes in 1928 ag 
against 97 billion in 1927, we breathe easier.—Nation’s 
Business for July, 1928. 





ILLNESS AS RELATED TO SEX 


A recent survey made by the United States Public 
Health Service seems to indicate that woman, de. 
spite her longer average of life, is ill more frequently 
than is man. While each chief period of life is char. 
acterized by certain illnesses, respiratory diseases ac- 
counted for over half the illness at every age. The 
increased incidence of illness in the female sex be- 
gan soon after adolescence, the types of illness from 
which women suffer more than men being chiefly the 
common types of respiratory diseases, digestive and 
nervous disorders and diseases of the circulation. 

At every age the frequency of accidents is greater 
among males than females. 





FIRST AID METHODS FOR TREATING 
THE INJURED 


Surgeon General H. S. Cumming of the United 
States Public Health Service has issued a concise 
statement of the approved first aid care of injured 
persons. This publication is issued because there 
are more than 80,000 persons killed and over 2,000,- 
000 additional seriously injured by accidents in the 
United States. 

Physicians may very properly secure copies and 
distribute them to their patients or advise the laity 
to apply for them. A copy should be in every home. 





RISE IN NUMBER OF PNEUMONIA DEATHS 


Deaths from influenza and pneumonia and the 
prevalence of smallpox continued to be higher for 
1928 than for 1927, according to the weekly review 
of the Public Health Service, published on June 29. 
Ninety-three cities with an estimated population 
of 31,000,000, reported 848 deaths from influenza and 
pneumonia for the week ending June 9, as against 
577 for the corresponding week of 1927. 





PATIENTS UNDER THE CARE OF THE 
VETERANS BUREAU 


The persons now under treatment of the Veterans 
Bureau were reported on June 1928 to have been 
26,384 which is an increase of 692 during the past 
year. The cases of the more important diseases 
were as follows: tuberculosis 6,718, neuropsychiatric 
13,099 and general medical and surgical 6,567. 

Extension of accomodations for the veterans is un- 
derway. 





DR. W. L. MOSS WILL GO WITH THE CRANE 
EXPEDITION 


Contributions to medical science, as well as the 
obtaining of zodlogical collections and information, 
are expected to result from the Crane Pacific Expedi- 
tion of Field Museum, it was announced recently 
by Stephen C. Simms, director of Field Museum of 
Natural History. 

Plans for studies of tropical diseases and their 
cure, and also for medical investigations bearing on 
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the blood groups in man, have been drawn up by 
Dr. W. L. Moss, who is to sail with the museum party 
on its year’s voyage circumnavigating the Pacific 
Ocean, as physician of the expedition. Dr. Moss is 
a professor of medicine at Harvard University Medi- 
cal School. While his primary function on the voy- 
age will be that of medical adviser to the expedition 
personnel, he will have unusual opportunities to 
study tropical diseases in the many islands of the 
South Pacific and western Pacific included on the 
expedition’s itinerary, and to make his other investi- 
gations. 

Dr. Moss has done considerable work on the blood 
groups in man during the early development of this 
problem, and he established the classification which 
is now in use. 

“It is accepted that the characteristics on which 
the blood groups are based are hereditary character- 
istics, and are transmitted according to the Mende- 
lian laws,” wrote Dr. Moss in outlining his plans 
to Director Simms. “The attempt has been made to 
use these characteristics in the study of race rela- 
tionships. I have been collaborating during the past 
year in an anthropological study of the Mayas of 
Yucatan, and the Mexicans. This expedition prom- 
ises an unusual opportunity for carrying on this 
work, and may make possible a more comprehensive 
study of relationships than has thus far been made.” 

The Crane expedition is to be headed by Cornelius 
Crane of Chicago and Ipswich, Mass., and will sail 
about October 15 from Boston on Mr. Crane’s yacht, 
the “Illyria.” Its principal work in the collection 
of rare zodlogical specimens for Field Museum will 
be done in the South Sea islands, the East Indies, 
and eastern Asia. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 68 cities with a total 
population of thirty million for the week ending 
August 4 indicate a mortality rate of 10.8 as against 
10.4 for the corresponding week of last year. The 
highest rate (22.3) appears for Nashville, Tenn., and 
the lowest (6.0) for Yonkers, N. Y. The highest 
infant mortality rate (189) appears for Nashville, 
Tenn., and the lowest for Bridgeport, Conn., Cam- 
bridge, Mass., and Lynn, Mass., which reported no 
infant mortality. 

The annual rate for 68 cities is 13.5 for the thirty- 
one weeks of 1928, as against a rate of 12.8 for the 
corresponding weeks of 1927.—U. S. Department of 
Commerce. 





EPIDEMIC CEREBRO SPINAL MENINGITIS IN 
NEW YORK CITY 


The New York City Department of Health reports 
a sharp increase in the prevalence of cerebro spinal 
meningitis as shown by 385 cases thus far reported 
in 1928. The untreated cases show a mortality of 
80 per cent. Serum treatment if undertaken prompt- 
ly reduces the rate to about one-third or possibly 
one-half of this figure. In order to secure the bene- 
fits of early treatment, the Department of Health 
will on request by the attending physician do a 
lumbar puncture for diagnosis and at the time of 
the tap anti-meningococcus serum is injected in sus- 
Picious cases and when the case is found to be posi- 
tive subsequent injections will be made as indicated 
or requested. 





CAUSES OF SICKNESS AMONG MALES AND 
FEMALES AT DIFFERENT AGES 


That the human female is more often sick than the 
male, in spite of her longer average duration of life, 
is one of the apparent anomalies shown by avail- 
able sickness records for adult persons and by mor- 
tality records. 

The U. S. Public Health Service recently undertook 
to inquire a little more closely into this excess of 
the sickness rate among females, and kept under ob- 
servation a general population group composed of 
about 8,000 white persons of all ages and both sexes 
for a period of nearly two and a half years in a 
typical small city in the middle eastern section of 
the United States. Records of the kinds and causes 
of sickness were collected, with the result that for 
the first time there is available information relating 
to sex differences in the incidence of various dis- 
eases at different ages in persons composing a gen- 
eral population group. The results of the study have 
just been published by the U. S. Public Health Ser- 
vice. 

It was found that the higher female sickness rate 
did not hold true for children under 10 years of age. 
Boy babies and small boys were apparently more 


Subject to infectious diseases and to diseases of the 


eyes and ears, skin, to colds and other respiratory 
conditions, and to digestive troubles, than were girls 
of the same age. But as soon as the adolescent period 
of life began, the sickness rate of the girls became 
higher than that of boys and the female rate for prac- 
tically all diseases was actually higher than that of 
the males throughout adult life. Women suffer more 
than men from sicknesses due to the common types 
of respiratory diseases, to digestive and nervous dis- 
orders, and to diseases and conditions of the kidneys 
and heart. This in spite of the fact that the death 
rate among older women is lower than that of older 
men. 

There were some exceptions to this general ‘rule 
for persons over 10 years of age. One was that the 
frequency of accidents was greater among males than 
among females at every age of life. The proverbial 
greater adventuresomeness of boys was shown by 
the fact that in the age period 5 to 9 years the fre- 
quency of accidents of all kinds among boys was 
much greater than that among girls of the same age; 
but in adolescent ages, the sex difference in this 
cause diminished considerably, although the accident 
rate of girls never exceeded that of boys. 

The findings of this study corroborate the results 
of other studies on adults at work, which have been 
conducted by the Public Health Service in co-dpera- 
tion with certain industrial establishments, and are 
in accordance with the records of absences among 
school children due to sickness that have been col- 
lected over a period of years.—United States Public 
Heaith Service. 





U. S. DEPARTMENT OF LABOR, CHILDREN’S 
BUREAU, WASHINGTON 


Reports that almost half of a typical group of 
nearly 4,700 children of 12 years or over in certain 
representative schools for the deaf were reported 
as born deaf, and four-fifths were deaf before their 
fifth year, according to the National Research Coun- 
cil’s report of its survey of schools for the deaf. 
Meningitis, scarlet fever, measles, falls and blows, 
and whooping cough are given as the chief causes 
of deafness which is not congenital. 
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Also that the United States Bureau of the Census 
announces a provisional infant mortality rate for 
1927 for the birth-registration area (excepting three 
States for which figures are not yet complete) of 
64 per 1,000 live births. The lowest rate previously 
reported is 71 for 1924. 





STUDIES OF VISION IN SCHOOL CHILDREN 


The United States Public Health Service has re- 
cently announced the results of studies conducted 
of vision of school children. Nearly 2,000 children 
were carefully examined by a physician specially 
trained in defects and diseases of the eye. These 
children were not a selected group and, therefore, 
the results may well be considered as representing 
conditions in the general school population of the 
country. 

The number of children in the group studied who 
actually needed glasses for school work was 45 per 
cent. of those examined. The Surgeon General em- 
phasizes the importance of making visual tests of 
school children at least twice a year, because near- 
sightedness may progress rapidly within a year. The 
nearsighted eye may practically always be discov- 
ered by the use of the simple Snollen chart. Far 
sightedness is not always discovered with this test. 

These studies show that while 60 per cent. of the 
children may read normally on the vision test chart, 
32 per cent. of these are definitely farsighted and are 








constantly straining the eyes in near work. This wag 
shown by using “drops” in the eye which temporari- 
ly removed the power of optical adjustment. The 
fact that the eyes of children should always be 
examined by a physician who is an eye specialist and 
is competent to make a thorough examination, js 
also pointed out. If a thorough examination haq 
been made of the vision and proper steps taken for 
the correction of defects instead of waiting for symp. 
toms to develop, it is probable that many persons 
who are wearing glasses today would not have to do 
sc.—United Staies Public Health Service. . 





BIRTH AND DEATH RATES 


Washington, D. C.—The Department of Commerce 
announces that birth rates for 1927 were lower than 
for 1926 in 23 of the 33 States for which figures for 
the two years are reported. The highest 1927 birth 
rate (28.8 per 1,000 population) is shown for North 
Carolina and the lowest (13.6) is for Montana. 

Death rates for 1927 were lower than for 1926 in 
28 of the 33 States shown for both years. The high- 
est 1927 death rate (13.9 per 1,000 population) is 
shown for Vermont and the lowest (7.1) for Idaho. 

Infant mortality rates for 1927 were lower than 
for 1926 in 30 of the 33 States shown for both years. 
For States the highest 1927 infant mortality rate 
(125.8) appears for Arizona and the lowest (47.5) 
for Oregon. 

Massachusetts statistics not yet reported. 



























































Number--1927 Rate per 1,000 Infant mor= 
estimated population || tality (deaths 
Area Deaths Births Deaths under 1 year 
Births All Under 1927] 1926 |1927 11926 per 1,000 
ages 1 year births) 

1927 41926 

Maine 16,500} 10,879 | 1,305 20.6] 20.8/13.7 [14.4 80.1 |80.0 

Conn. 28,859] 16,755 | 1,702 17.6]18.2/10.2 f1.4 59.0 |72.1 

R. I. 13,726 7,899 912 19.5/19.6]31.2 i2.7 66.4 |82.0 
CORRESPONDENCE OVER 17 YEARS BETWEEN APPENDIX ABSCESS 





AMERICAN MEDICAL ASSOCIATION 


CoUNCIL ON PHARMACY AND CHEMISTRY 
ARTICLES ACCEPTED BY THE COUNCIL ON PHARMACY AND 
CHEMISTRY 


Managing Editor, THE NEW ENGLAND JOURNAL OF 
MEDICINE: 

In addition to the articles enumerated in our 
letter of July 27th, the following have been accepted: 
Abbott Laboratories 

Potassium Bismuth Tartrate with Butyn—D.R.L., 

20cc. 
Parke, Davis & Co. 
Scarlet Fever Streptococcus Toxin for Skin Test— 
P. D. & Co. 


E. R. Squibb & Sons 
Ephedrine Hydrochloride—Squibb. 
Swan-Myers Co. 
Syrup Ephedrine Hydrochloride—Swan-Myers. 
Yours truly, 
W. A. PuckKNEr, Secretary, 
Council on Pharmacy and Chemistry. 


AND APPENDICECTOMY 


To the Editor: 


In connection with the very valuable article by 
Drs. Homans and Powers, on appendiceal abscess 
with treatment of the appendix, in your issue of 
August 16th, a case which I had several years ago 
may prove of interest as showing the possibilities 
of the lapse of a long time between the opening 
of the abscess and removal of the appendix. 

April 28, 1906, Mr. G. O. D., aged 29, was seen 
at his residence; he had been sick for three weeks; 
there had been a lump in his right side for about 
two weeks; he had been running a temperature of 
101° to 104°; had been very much worse for the last 
few days. I found him in very bad shape with a 
remarkably large abscess. Percussion of the mass 
indicated the presence of gas in addition to pus. The 
abscess was opened by a short incision with the 
escape of a large amount of gas, followed by offensive 
pus; in the midst of the pus was a piece of tissue 
which looked as though it might be a rotten appen- 
dix. The abscess was so large that the finger intro- 





duced could not reach its walls. The cavity was 
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cleansed, drainage introduced and the incision left 
wide open, with the statement to the friends that 
there would probably result a hernia. The operation 
was made at the patient’s residence as he was too 
sick for transportation. 

The patient made a smooth recovery. A small her- 
nia followed, but not such as to require any opera- 
tive procedures. 

December 3rd, 1923, more than seventeen and a half 
years later and without any intercurrent trouble, the 
patient was brought to the hospital having been 
seized with an acute attack of appendicitis at 2 A. M. 
the day before. When he reached the hospital his 
condition was typical of acute appendicitis, and I 
operated upon him immediately, making the usual 
right rectus incision. Found extensive ancient ad- 
hesions which were separated, and finally brought up 
from back of the cecum an acutely inflamed appen- 
dix. It was sharply angulated at its middle, the 
distal end much swollen. It was removed in the usu- 
al way with prompt recovery. Before completing the 
operation I opened the old scar so as to take care 
of the hernial protrusion. 

I have reported this case to a good many surgical 
friends, but so far have never found one who had had 
anything like such a long interval between the orig- 
inal abscess and the removal of the appendix. It 
seems very evident that an appendix which is left 
behind can never be looked upon as entirely free 
of danger. 

J. F. Batpwin, M.D. 

Columbus, Ohio. 

August 21, 1928. 





THE TREATMENT OF ABORTION 


To the Editor: 

In your JournaL of Nov. 24, 1927, p. 1006, under 
“Abortion” treatment is directed toward surgical re- 
moval (in clean cases) under anesthesia, etc. In 
a “query” answer the A. M. A. Journal (1896 or 7) 
under “Pituitary in Abortion” says excellent results 
are obtained by giving the patient 0.2 gm. of quinine 
by mouth every hour for 5 doses, and then 0.5 c.c. 
of sol. pituitary U. S. P. by hypo every 2 hours there- 
after. Usually, the retained tissue is spilled after 
the first or second hypo” (advised for clean cases 
and especially in febrile abortions.) Out in the 
country, away from hospital aid, lacking adequate 
surgical aid and nursing, the handling of abortions 
is a serious matter. Do you know if any of the mem- 
bers of your Society have tried this method? I un- 
derstand the article in your JouRNAL was the general 
method current among the members. 

W. C. O’NEAL. 

Palmyra, Mo. 


ANSWER—The treatment of abortion as given in the 
JOURNAL, November 24th, 1927, page 1006, covers the 
modern treatment of this condition, describes the 
method of cleaning out the uterus in the more afebrile 
and emphasizes the conservative treatment in the 
febrile case. There is nothing to add to that method 
of treatment. In regard to the treatment of abor- 
tion by giving the patient 0.2 gm. of quinine by mouth 
every hour for five doses, and then 0.5 c.c. of sol. 
pituitary U. S. P. by hypo. every 2 hours thereafter, 
it might be said that this method is adequate in the 


cases in which it works, but frequently it fails, and 
we are then left in the presence of a patient who is 
bleeding from retained products. Even in the aver- 
age country home, the aseptic treatment of abortion, 
as given in the JOURNAL, may be easily carried out. 
A kitchen table may always be found on which the 
patient may be placed. Her legs may be held in 
position by means of a sheet, which passes over the 
shoulders and is tied below each knee. The patient 
is prepared as directed with 314% tincture of iodine 
after shaving the genitals. In the absence of dry 
sterile goods, four ordinary towels may be boiled, 
together with a pair of rubber gloves and the instru- 
ments. These towels are rung out and are placed 
around the field of operation, thus giving a surgically 
clean field. The operator scrubs and puts on sterile 
rubber gloves. His instruments are left in the steril- 
izer and are picked out of that container when need- 
ed, so that even with this form of preparation no 
break in the technique may occur. The patient in 
the country, therefore, may receive proper treatment 
for an abortion under perfectly aseptic conditions, 
with, of course, a little more trouble for the physi- 
cian attending her, than would be encountered in a 
well equipped hospital. 


<i 
—— 


RECENT DEATHS 








ROBIE—Dr. WALTER FRANKLIN ROBIE, neuropsychi- 
atrist, of Baldwinsville, died suddenly of cerebral 
hemorrhage while bathing, at his summer home on 
Lake Dennison, Winchendon, August 29, 1928, at the 
age of 61. 

He was born at Bradford, Vt., October 22, 1866, 
was educated at Dartmouth College, where he was 
graduated in 1889, with the degree of A.B. His M.D. 
was from Dartmouth in 1893. He studied neurology 
and settled in Baldwinsville in 1898, joining the state 
medical society in that year and becoming a member 
of the staff of the Baldwinsville Hospital cottages for 
children. Of late years he was in charge of a private 
sanatorium called the Pine Terrace Sanatorium. Dr. 
Robie served in the World War and at the time of his 
death held the rank of major in the Reserve Corps. 
He is survived by his widow and six children. 

EVANS—Dr. Davin JAMES Evans, a former prac- 
titioner of Montreal, a graduate of McGill University, 
Faculty of Medicine, in 1890, died at his summer 
home in Dover, Mass., of heart disease, September 1, 
1928, at the age of sixty. He had been a resident 
of Boston for several years. 





WINSLOW —GerorGE FREDERICK WINSLOW, Rear Ad- 
miral, United States Navy, in the Medical Corps, re- 
tired, died at his home in New Bedford, September 3, 
1928, at the age of 86. 


He was a native of New Bedford, where he was 
born May 8, 1842. His M.D. was received from Har- 
vard Medical School in 1864, although he had been 
in active service in the Navy for two years as mili- 
tary surgeon. During the war Dr. Winslow had a 
most distinguished record and in 1868 was on board 
the U. S. S. Wateree when she was carried a quarter 
of a mile inland by a tidal wave at Arica, Peru, the 
Wateree being the only ship in the harbor which 





was not destroyed. He was a member of the Military 
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Order of the Loyal Legion and of the old Dartmouth 
Historical Society. Two sons and a daughter survive 
him. 





THE DEATH OF LADY OSLER 


News of the death of Lady Osler on August 31st, 
1928, at her home in Oxford, England, in her seventy- 
fifth year, will be received in this country with great 
regret by her many friends in the medical profes- 
sion. She will be long remembered as the wife of the 
late Sir William Osler. Born on June 19, 1854, she 
was the daughter of John Revere of Boston and Can- 
ton, Mass., a direct descendant from Paul Revere. 
Previous to her marriage to Sir William in May, 1892, 
she had married, in December, 1876, Dr. S. W. Gross, 
the son of Dr. S. D. Gross of Philadelphia. 

She was a most delightful hostess and many physi- 
cians will recall with pleasure her hospitality in 
Philadelphia and later at No. 1 West Franklin Street, 
Baltimore. She presided also, for many years, over 
Sir William’s busy household at 13 Norham Gardens, 
Oxford. Since her husband’s death, in 1919, she had 
continued to reside in Oxford, and it was her wish 
that she live there until the important medical libra- 
ry collected by Sir William was catalogued and sent 
to Canada. She did not quite live to see the comple- 
tion of this task, although the catalogue is practically 
ready and the library due to be moved to McGill 
University, Montreal, before the end of the year. 

Death occurred suddenly from coronary thrombo- 
sis, after she had passed a pleasant summer, part 
of the time in Scotland with her sister, Mrs. Henry B. 
Chapin of Jamaica Plain, Mass. 


—_$<——__—___ 
NEWS ITEMS 


THE RE-ESTABLISHMENT OF THE PENNSYL- 
VANIA MEDICAL JOURNAL—The Atlantic Medical 
Journal will give up its present name and will again 
become the Pennsylvania Medical Journal beginning 
with the October, 1928, issue. The address will re- 
main 230 State Street, Harrisburg, Pennsylvania. 
The management and policy will be unchanged. This 
journal is published by the Medical Society of the 
State of Pennsylvania. The preliminary notice does 
not refer to the former association with the Delaware 
State Society in the publication of the Atlantic Medi- 
cal Journal. 








THE ENGLISH BIRTH RATE—For several years 
the English birth rate has been decreasing. Accord- 
ing to returns for the three months ending June 30, 
1928, there were 3142 more than in the corresponding 
quarter of last year. 

This is the first gain during a corresponding quar- 
ter since 1920. 


THE QUALITY OF CANADIAN MILK TO BE 
STUDIED—The United States Public Health Service 
has directed Surgeon L. L. Lumsden to go to Mont- 
real, Canada, and to such other points in the sur- 
rounding territory as may be necessary for the pur- 
pose of ascertaining the provisions for the safeguard- 
ing of milk and milk products and in that city and 
vicinity and report as to whether it is safe to let milk 
and those products into the United States. 


a 
THE WHITE HEALTH UNIT IN CHARLESTOWN 
—The contractors are starting on the work of erect. 
ing the New George Robert White Health Unit lo- 
cated at High, Summer and Elm Streets, Charles. 
town District. 
The cost of this health unit will be $247,000, It 
will be a three story structure. A solarium will be 
in the top story. 


— 


NOTICES 
REMOVAL 
Dr. Grantley Walder Taylor has removed his office 
to 264 Beacon Street, Boston, Mass. 








ANNUAL CONVENTION OF THE AMERICAN 
PUBLIC HEALTH ASSOCIATION 


Eleven sections will comprise the 57th annual con- 
vention of the American Public Health Association, 
which will be held jointly with the meetings of the 
American Child Health Association and the Ameri- 
can Social Hygiene Association, October 15th to 19th, 
inclusive, at the Stevens Hotel, Chicago. Sections 
will be divided into the following main groups: Epide- 
miology, Public Health Education, Cancer, Vital Sta- 
tistics, Industrial Hygiene, Public Health Engineering, 
Child Hygiene, Laboratory, Health Officers, Food 
Drugs and Nutrition, and Public Health Nursing. 

The discussion in each section will be led by an 
authority in that field. Dr. Edward S. Godfrey, 
Jr., Director of the Bureau of Communicable Dis- 
eases of the State of New York, will direct the sec- 
tion of Epidemiology—one of the most important di- 
visions of the meeting. Dr. Godfrey will be assisted 
by Dr. Alton Pope, of Chicago, who will present a 
paper on “Fatality in Meningitis.” 

Convention discusssion will be followed by labora- 
tory trips, or inspection tours. Eighteen scheduled 
trips have been planned, and sixty-three optional ones 
are on the program, so that these tours will offer a 
wide range of interest and be of value to workers in 
every phase of health. 

Over three thousand delegates and visitors, in- 
cluding physicians from England, Germany, Sweden, 
Mexico, Canada and the Canal Zone will be in Chi- 
cago to attend the meeting, which will open Monday 
evening, October 15th, with a general session at 
which Dr. Herman N. Bundesen president of the 
American Public Health Association will deliver the 
opening address. A second general session will be 
held on Wednesday when Dr. Frank B. Boudreau 
will be present from the Health Section of the 
League of Nations at Geneva, Switzerland, to speak 
on “International Health.” 





CHANGES OF DUTIES AND STATIONS OF COM- 
MISSIONED AND OTHER OFFICERS OF THE 
UNITED STATES PUBLIC HEALTH SERVICE 
IN NEW ENGLAND 


Assistant Surgeon G. L. Dunnahoo. Relieved from 
duty at Ellis Island, N. Y., and assigned to duty at 
Marine Hospital, Portland, Maine. August 10, 1928. 

Surgeon R. E. Porter. Relieved from duty at Glas- 
gow, Scotland, about October 1, 1928, and assigned 
to duty at Marine Hospital, Boston, Mass. 

Assistant Surgeon M. A. Gilmore has been re- 
lieved from duty at the Marine Hospital, Portland, 
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Maine, and assigned to duty at the Marine Hospital, 
Stapleton, N. Y. 

Assistant Surgeon W. C. Braun has been relieved 
from duty at Stapleton, N. Y., and assigned to duty 
at the Marine Hospital, Portland, Maine. 

Assistant Physical Chemist J. J. Bloomfield. Di- 
rected to proceed from New Haven, Conn., to Evans- 
ton, Ill., and return, to present paper before Institute 
of Chemistry at Northwestern University, August 9. 

Senior Surgeon J. O. Cobb has been relieved from 
duty at Boston, Mass., directed to proceed to Staple- 
ton, N. Y., and report to the Chairman of board 
for examination on August 27, 1928. He has been 
assigned to duty at Los Angeles, California, in charge 
of the Relief Station at that place. 

Surgeon A. D. Foster. Relieved from duty at Nor- 
folk, Va., and assigned to duty at Boston, Mass., in 
charge of the Marine Hospital at that place. 





UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


SENIOR MEDICAL OFFICER 
MEDICAL OFFICER 

ASSOCIATE MEDICAL OFFICER 
ASSISTANT MEDICAL OFFICER 


ah 


Applications will be rated as received by the 
U. S. Civil Service Commission at Washington, D. C., 
until December 29, 1928. 

The United States Civil Service Commission an- 
nounces open competitive examinations under the 
above titles for filling vacancies occurring in the 
Federal classified civil service throughout the United 
States, unless it is found in the interest of the 
service to fill any vacancy by reinstatement, trans- 
fer, o1’ promotion. 

There is especial need for medical officers qualified 
in tuberculosis or neuropsychiatry. Announcement 
will be sent to anyone upon request. 


— 


NOTICES OF MEETINGS 





THE CLINICAL CONGRESS OF THE AMERICAN 
COLLEGE OF SURGEONS 


The American College of Surgeons will hold the 
eighteenth Clinical Congress in Boston, October 
8-12. Headquarters will be at the Statler Hotel and 
meetings will be held in the ballroom of the Copley- 
Plaza Hotel and Symphony Hall. The Hospital 
Standardization Conference will be held in morn- 
ing and afternoon sessions in the ballroom of the 
Copley-Plaza Hotel Monday, Tuesday, Wednesday, 
and Thursday. An innovation this year will be the 
commencement of the clinics in the Boston hos- 
pitals on Monday afternoon, continuing through the 
morning and afternoons of the following four days. 
Monday evening’s program will include an address 
of welcome by the local Chairman, the address of 
the retiring President, Dr. George David Stewart, 
New York, the inaugural address of the new Presi- 
dent, Dr. Franklin H. Martin, Chicago, and the John 
B. Murphy oration on surgery by Professor Vittorio 
Putti of Bologna, Italy. Tuesday, Wednesday and 
Thursday evenings’ sessions will be held in the 
ballroom of the Copley-Plaza Hotel. At the Wednes- 





day evening meeting the visiting surgeons will be 


the guests of the Boston Surgical Society at a spe- 
cial meeting when the Bigelow medal is to-be 
awarded. On Friday evening the Annual Convoca- 
tion of the College will be held in Symphony Hall 
when the 1928 class of candidates for Fellowship 
in the College will be received. The fellowship ad- 
dress on this evening will be delivered by Dr. Wil- 
liam J. Mayo. The annual meeting of the Governors 
and Fellows will be held Friday afternoon and will 
be followed by a symposium on Traumatic Surgery 
to be participated in by leaders in industry, labor, 
indemnity organizations and the medical profession. 
Ether Day will be celebrated in the Dome Room of 
the Massachusetts General Hospital on Friday when 
a bronze bust of William T. A. Morton will be 
presented to the hospital. It was in this building 
that ether was first administered for the production 
of surgical anaesthesia on October 16, 1846. Several 
newly completed medical motion pictures produced 
under the supervision of the American College of 
Surgeons and approved by-it will be shown during 
the Congress. Reduced fares on the railways of the 
United States and Canada have been authorized to 
those holding a convention certificate so that the 


total fare for the round trip will be one and one- . 


half the ordinary first class one-way fare. Other 
outstanding features will be the exhibits. In addi- 
tion to the commercial exhibits the departments of 
the College will present scientific exhibits. A num- 
ber of distinguished foreign guests of international 
reputation have signified their intention of attend- 
ing. The Chairman of the Boston Committee on 
Arrangements is Dr. Frederic J. Cotton. 





PROGRAM OF THE THIRTY-EIGHTH ANNUAL 
MEETING OF THE AMERICAN ELECTROTHER- 
APEUTIC ASSOCIATION, SEPTEMBER 10, 11, 
12, 13, 1928 


BosTON—HEADQUARTERS, MEETING AND Exutsit Rooms 
AT HoTet STATLER 


ALL LEGALLY LICENSED PHYSICIANS ARE WELCOME 


MonpDaAy, SEPTEMBER 10TH, A. M. AND P. M. 
Registration: At the Hotel Statler from 9 A. M. to 
4 P.M. 
Technical Exhibit: At the Hotel Statler. 


Clinics: 10 A. M. to 12 noon, Boston City Hospital, 
service of Frank B. Granger, M.D. Visit to new 
department of physical therapy and wards. 


2 to 4 P. M., Children’s Hospital, Nerve Department. 
Demonstration of treatment of birth palsies. 


Monpbay EVENING, SEPTEMBER 10TH 
OPENING SESSION, 8 P. M. 

1. Correlation of Recent Advances in Science with 
Clinical Medicine. (Presidential Address.) 
Charles ¥. Stokes, M.D., New York. 

3. The Philosophy of Physical Therapy. J. C. El- 
som, M.D., Madison, Wis. 


TUESDAY MORNING SESSION, SEPTEMBER 11TH 
Executive Session: 9 A. M. 


Scientific Session: 9:15 A. M. 


4. Radiometry, Spectra and Sources. (Report of 
the Committee on Phototherapy and Apparatus.) 
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10. 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


Frank T. Woodbury, M.D., New York, Chairman. 
Discussion opened by Donald C. Stockbarger, 
D.Sc., Mass. Institute of Technology, Cambridge, 
Mass. (by invitation), and Edgar Mayer, M.D., 
Saranac Lake, N. Y. 

The Importance of Clear Fused Quartz in Sci- 
ence and Industry. Edward R. Berry, West Lynn, 
Mass. 


Light Penetration and Physiological Responses. 
(Report of the Committee on Standardization 
of Physical Therapeutic Measures.) William T. 
Johnson, M.D., Philadelphia, Chairman. 
Nomenclature in Physical Therapy. 
the Committee on Terminology.) 
Granger, M.D., Boston, Chairman. 


Safety Precautions in the Use of Electrothera- 
peutic Apparatus. (Report of Committee on 
Standardization of Therapeutic Apparatus.) 
Edward C. Titus, M.D., New York, Chairman. 


(Report of 
Frank B. 


TurEspAY AFTERNOON SESSION, 2 P. M. 


What Not To Do With High Frequency Currents 
(Diathermy). (Report of Committee on Induced 
Currents and Apparatus.) Frederic DeKraft, 
M.D., New York, Chairman. Discussion opened 
by E. C. Titus, M.D., New York. 


SYMPOSIUM ON CARDIOVASCULAR CONDITIONS 


Are Electric Currents of Value in the Treatment 
of Cardiovascular Disease? Burton Baker Gro- 
ver, M.D., Colorado Springs, Col. 


Treatment of Clinical Decompensation of the 
Heart by Exercise. (Report of Committee on 
Therapeutic Exercise.) C. Ward Crampton, 
M.D., New York, Chairman. 
Mechanical Vibration in Cardiovascular Condi- 
tions. (Report of Committee on Mechanical 
Vibration, Therapy and Apparatus.) Mary L. H. 
Arnold Snow, M.D., New York, Chairman. 
Discussions of Symposium opened by William 
Martin, M.D., Atlantic City. 


Extremely Long Wave Length Roentgen Rays in 
Dermatology. Further Observations of Thera- 
peutic Results. Joseph Jordan Eller, M.D., and 
Charles Lerner, M.D., New York. Discussion 
opened by Guy Lane, M.D., Boston, and A. W. 
Cheever, M.D., Boston (both by invitation). 


Irradiation Therapy, 1928. (Report of Commit- 


tee on Radiotherapy and Apparatus.) J. Doug- 
las Morgan, M.D., Philadelphia, Chairman. Dis- 
cussion opened by William H. Schmidt, M.D., 
Philadelphia. 

TUESDAY EVENING SEssION, 8 P. M. 
Studies in Electrothermic Penetration. (Report 


of Committee on Biochemistry.) Edwin N. Kime, 
M.D., Indianapolis, Chairman. Discussion opened 
by Frank B. Granger, M.D., Boston, and B. S. 
Price, M.D., New York. 


Electro-Surgery. Edward H. Trowbridge, M.D., 
Worcester, Mass. (by invitation). Discussion 
opened by W. D. McFee, M.D., Haverhill, Mass. 
The Treatment of Endocervicitis by Physical En- 
ergies. A. David Willmoth, M.D., Louisville, Ky. 
Discussion opened by Curran Pope, M.D., Louis- 
ville, and Edwin N. Kime, M.D., Indianapolis. 


Executive Session: 
Scientific Session: 9:15 A. M. 


. Anterior Poliomyelitis. 


Annual Business Meeting: 


Annual Banquet. 


Scientific Session: 
29. The Direct Current: 








WEDNESDAY MorNING SESSION, SEPTEMBER 12TH 
9 A. M. 


SYMPOSIUM ON POLIOMYELITIS 


18. Etiology Symptoms and Medical Treatment of 


Anterior Poliomyelitis. Lewis W. Hill, M.D, 
Boston (by invitation). 


William Benham Snow, 
M.D., New York. 

Discussion opened by Frederick E. Garland, 
M.D., Boston (by invitation), Frederic DeKraft, 
M.D., New York, and Lucy Osborn Wight, M.D., 
New York. 

Discussion opened by Frederic DeKraft, M.D., 
New York, and Lucy Osborn Wight, M.D., New 
York. 


SYMPOSIUM ON HYDRO- AND THERMOTHERAPY 


Mode of Action of Thermotherapy. Paul Roth, 
M.D., Battle Creek, Mich. (by invitation). 
Physiological and Therapeutic Results of the Hot 
Tub Bath, Hot Blanket Pack and Alternating Hot 
and Cold Shower. J. W. Torbett, M.D., Marlin, 
Tex. 

Hydrotherapeutic Technic in Pneumonia. (Re- 
port of Committee on Hydrotherapy, Thermother- 
apy and Apparatus.) W. H. Dieffenbach, M.D., 
New York, Chairman. 


. A New Whirlpool Bath for Institutions; also a 


Whirlpool Full Bath to Be Used as a Substitute 
for the Nauheim Bath. Curran Pope, M.D., Louis- 
ville, Ky. 

Discussion of Symposium opened by William 
T. Johnson, M.D., Philadelphia. 


WEDNESDAY AFTERNOON SESSION, 2 P. M. 


SYMPOSIUM ON GOITER 
Nonsurgical Goiter. Israel Bram, M.D., Phila- 
delphia (by invitation). 
Surgical Aspect of Exophthalmic Goiter. 
H. Lahey, M.D., Boston (by invitation). 


Frank 


. Thyrotoxicosis Treated by Physical Therapy 


Methods. H. G. Wahlig, M.D., Seacliff, N. Y. 
Discussion opened by S. Solis Cohen, M.D., 
Philadelphia; Frederick W. O’Brien, M.D., Bos- 
ton; Charles Allen Porter, M.D., Boston (all by 
invitation), and by William Benham Snow, M.D., 
New York. 
Some Teaching Courses in Physical Therapy. 
(Report of Committee on Education in Physio- 
therapy.) A. Bern Hirsh, M.D., New York, Chair- 
man. Discussion opened by F. B. Granger, M.D., 
Boston; William T. Johnson, M.D., Philadelphia; 
J. C. Elsom, M.D., Madison, Wis., and E. N. 
Kime, M.D., Indianapolis. 
Modern Trends in Dietetics. (Report of Com- 
mittee on Dietetics.) Madge C. L. McGuinness, 
M.D., New York, Chairman. 


4:30 P. M. 
WEDNESDAY EVENING, 7 P. M. 


Toastmaster: Curran Pope, M.D., 


Louisville. 


THURSDAY MorNING SESSION, SEPTEMBER 13TH 
9 A. M. 


Factors Essential to Its 
(Report of Committee 


Therapeutic Application. 
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on Direct Continuous Currents and Apparatus.) 
E. G. Waddington, M.D., New York, Chairman. 
Discussion opened by F. H. Morse, M.D., Boston, 
B. B. Grover, M.D., Colorado Springs, and E. C. 
Titus, M.D., New York. 

30, A Hydrostatic Electrode. Lee A. Hadley, M.D., 
Syracuse, N. Y. Discussion opened by A. David 
Willmoth, M.D., Louisville, Ky. 

31. Co-drdinated Physical Therapy in the Hospital. 
Spencer T. Snedecor, M.D., Hackensack, N. J. 
Discussion opened by Charles R. Brooke, M.D., 
Newark. 

32. Raynaud’s Phenomena Treated by Physical Meas- 
ures. Charles R. Brooke, M.D., Newark, N. J. 
Discussion opened by William Benham Snow, 
M.D., New York, and George J. Ott, M.D., Boston. 

33. Title to be announced. A. E. Kennelly, Ph.D., 
Harvard University, Cambridge 

34. Diathermy in Gynecology. William H. Guillium, 
M.D., Asbury Park, N. J. Discussion opened by 
Mortimer N. Hyams, M.D., New York (by invita- 
tion), and A. David Willmoth, M.D., Louisville, 
Ky. 


THURSDAY AFTERNOON SESSION, 2 P. M. 


35. Physical Treatment in Constipation (with lan- 
tern demonstration). George J. Ott, M.D., Bos- 
ton. Discussion opened by Herman A. Osgood, 
M.D., Boston (by invitation). 

36. A New Concept for the Prevention of Gall Stones. 
Arthur Linwood Brown, M.D., Winchester, Mass. 
Discuion opened by Fred B. Lund, M.D., Bos- 
ton, and Edward N. Libby, M.D., Boston (both 
by invitation). 

37. The Treatment of Secondary Ulcerative Tuber- 
culosis of the Intestines with Artificial Light. 
Edgar Mayer, M.D., Saranac Lake. 

38. Treatment of Hypertrophic Rhinitis. Louis 
Feldman, M.D., Boston (by invitation). Discus- 
sion opened by Samuel Cline, M.D., Boston, and 
Harry Schwartzman, M.D., Boston (both by in- 
vitation). 

39. Electrosurgical Removal of Tonsils. M. A. Co- 
hen, M.D., Boston. 

40. Recent Studies in Static Electricity. (Report 
of Committee on Static Currents and Apparatus. ) 
William Benham Snow, Jr., M.D., New York, 
Chairman. 

41. Light Integral in Life. (Communication. ) 
Foveau de Courmelles, M.D., Paris, France. 


FripAy, SEPTEMBER 14TH, A. M. AND P. M. 


9 A. M., Visit to the River Works of the General Elec- 
tric Company at West Lynn, Mass. Demonstra- 
tion’ of technical and laboratory facilities. 

10 A. M. to 12 noon, Boston City Hospital, service 
of Frank B. Granger, M.D. Visit to the new de 
partment of physical therapy and wards. Dem- 
onstration of technic. 

2 to 4 P. M., Children’s Hospital, Nerve Department. 
Demonstration of treatment of birth palsies. 
—_— oS — 

SOCIETY MEETINGS 
September 10-14—American Electrotherapeutic Associa- 

tion. Entire program appears on page 499, this issue. 

September 18, 19, 20—Fourth Clinical Congress, Conn- 
ecticut State Medical Society. For detailed notice see 

page 394, issue of August 23. 


September 24-28—Sixth Conference of the International 
Union Against Tuberculosis. For complete notice see 


October 1-12—The Graduate Fortnight of the New York 
Academy of Medicine. For complete notice see page 396, 
issue of August 23. 

October 8-12—Clinical Congress of the American College 
of Surgeons. For complete notice see page 499. 

October 15-19—Interstate Post Graduate Association. 
Complete notice on page 1025, issue of June 28. 
December 3-7—Radiological Society Convention. De- 
tailed notice appears on page 712, issue of May 17. 


DISTRICT MEDICAL SOCIETIES 


Barnstable District Medical Society 


Schedule of Meetings: November 1, 1928, February 7, 
1929, May 2, 1929. 


Berkshire District Medical Society 


The especial features of the October meeting will be 
addresses by Dr. George Crile of Cleveland, Dr. Emil 
Novak of Johns Hopkins, Dr. Willis Campbell of Mem- 
phis, Tennessee, and Dr. Thomas Ordway of Albany, N. Y. 
A complete program will be published later. 

HUGH J. DOWNEY, Secretary. 


Bristol North District Medical Society 
September 21—Fall meeting. Place to be determined 


ater. 
April 18, 1929—Spring meeting. 


Bristol South District Medical Society 


Meetings will be held November 7, 1928, and May 2, 1929. 
Complete notice will appear later. 


Essex North District Medical Society 


October, 1928 (Wednesday afternoon)—A joint meeting 
with Middlesex East and North, and Essex South. Date 
and place to be announced. 

November 1, 1928 (Thursday)—Censors meet at Hotel 
Bartlett, 95 Main Street, Haverhill (Tel. 3430), at 2 P. M. 

January 2, 1929 (Wednesday)—Semi-annual meeting at 
Haverhill, at 12:30 P. M. 

May 1, 1929 (Wednesday)—Annual meeting at Lawrence, 
at 12:30 P. M. 

May 2, 1929 (Thursday)—Censors meet at Hotel Bart- 
lett, 95 Main Street, Haverhill, at 2 P. M. (Tel. 3430.) 


Middlesex East District Medical Society 


The following schedule of meetings has been arranged 
for the coming year: 

September 12—Winchester Country Club. 

October 17—Middleton. (Joint meeting with Essex North 
and South and Middlesex North.) 

November 14—Woburn. 

January 16—Wakefield. 

March—Reading. 

May—Melrose. 

Subjects and speakers to be arranged by committees 
in each city or town. 


Middlesex North Medical Society 
ee 17—A combined meeting with Essex North and 
outh. 


The winter meeting will be held the last Wednesday 
in January. 

The annual meeting will be held the last Wednesday 
in April. 


Norfolk District Medical Society 


Below are the proposed meetings of the Norfolk District 
Medical Society for the 1928-29 Season. The schedule 
below will be adhered to as strictly as possible. The 
earrying out of the proposed plan will, of course, depend 
upon the acceptances of invitations extended to the speak- 
ers. Minor changes may be necessary. 

October 30—Pondville Hospital. Dr. Lyman F. Jones, 
Superintendent. Inspection, 4 P. M.; Business Meeting 
at 5:30; Papers by the Staff; Collation. 

November 21—Boston Medical Library. In combination 
with Suffolk District and Middlesex East District Soci- 
eties. Subject, Physiotherapy—Dr. F. B. Granger. 

January 29—Roxbury Masonic Temple. Subject, Treat- 
ment of Varicose Veins by the Injection Method—Dr. E. E. 
O’Neil. Dr. Homans will open the discussion. 

February 26—Roxbury Masonic Temple. Dr. W. R. 
Ohler. Subject to be announced. Discussion to be opened 
by Dr. A. A. Hornor. 

March 26— Roxbury Masonic Temple. Subject and 
speakers to be announced. 

May, 1929—Annual meeting program to be announced. 

The Censors of the Society meet November 8, 1928, and 
May 9, 1929, at the Roxbury Masonic Temple, Warren 
yn eg Roxbury, at 4 P. M., for the examination of can- 

ates. 
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i 
t 
{ 








ee 


i 
ie 
ih 





























502 EDITORIAL DEPARTMENT Ne 






A 
September Ff 





BOOK REVIEWS 


Methods and Problems of Medical Education. Ninth 
Series. Institutes of Legal Medicine. Rocke- 
feller Foundation, 1928. 





This number of the useful series published by the 
Rockefeller Foundation on medical education deals 
with the medicolegal institutes and the various sys- 
tems. in use in the different countries. There are 
numerous illustrations and floor plans. One is im- 
pressed by the outstanding pre-eminence of the Euro- 
pean countries in this important field. Of particular 
interest are the sections on the Massachusetts medi- 
colegal system by Dr. Timothy Leary, and the New 
York City system by Dr. Charles Norris. 





A Manual of the Practice of Medicine. Prepared es- 
pecially for students. By A. A. STEvENS, A.M., M.D. 
Twelfth Edition, Revised. Published by W. B. 
Saunders Co., Philadelphia and London. 658 pages. 


This book is exactly what it pretends to be, name- 
ly—a manual of the practice of medicine prepared 
especially for students. It is purposely short and 
elementary. It is complete and up-to-date and has 
the same authoritative standing as the two other 
books by the same author, namely—‘‘The Practice 
of Medicine” and the “Textbook of Therapeutics”. 

One wonders however if there is a real place for 
such a book. It would be of questionable wisdom 
to urge its use on students preparing for examina- 
tions, and if either student or practitioner were look- 
ing up a particular disease he would want at least 
as much information as is given in the more com- 
plete one-volume works on the practice of medicine. 





The Heart in Modern Practice. By WiLiIAMm D. REtp, 
M.D. Second Edition. J. B. Lippincott Co., Phila- 
delphia. 


The revised and enlarged edition of this book has 
been increased in size from 352 pages to 466 largely 
by the addition of material relative to the arrhy- 
thmias of the heart and their graphic registration. 
The book serves as an introduction to the study of 
heart disease in condensed form. It cannot be con- 
sidered a reference source since its size allows but 
brief notes upon many important phases of the sub- 
ject. This has led to a certain lack of balance in 
different parts of the book, for example whole chap- 
ters are devoted to the rare conditicns of sino- 
auricular block and ventricular fibrillation while only 
a page and a half is given to the increasingly impor- 
tant subject of coronary infarction; twice as much 
space is given to the description of the signs of 
patent foramen ovale, which is very rarely diag- 
nosed during life, as to the discussion of patent duc- 
tus arteriosus, a relatively common congenital heart 
lesion usually easy to diagnose by the continuous 
murmur at the base of the heart to the left of the 
sternum, mention of which is not made in this book, 

Various typographical errors have crept into this 
edition and one of the electrocardiograms has been 
incorrectly lettered and inverted. The illustrations 
are well chosen, however, and the arrangement of 
the book is much more satisfactory than in many 
works on heart disease in the past, following as it 
does the development of knowledge and ideas on the 





—— ee 
subject during the past generation. The discussion 
of structural lesions which in the past has sometimes 
filled the bulk of books on heart disease is here dig. 
missed all too briefly. 





Lobar Pneumonia—A Roentgenological Study. By 
L. R. Sante, M.D. With a foreword by James 7. 
Case, M.D. Published by Paul B. Hoeber, Inc, 
New York. 137 pages. 


This monograph is in a sense a plea for the use 
of the X-ray in research on lung diseases in general, 
The particular problem of the book is a Roentgeno. 
logical study of lobar pneumonia in the attempt to 
“correlate Roentgen Ray findings with clinical and 
pathological manifestations”. 

The book is short, concise, and well written. The 
diagrams are clear and the reproductions of the 
X-ray plates are for the most part satisfactory. 

The author deals in some detail with the use of 
the X-ray in the early diagnosis of pneumonia, in the 
localization of the pneumonic process in a particular 
lobe, the diagnosis of atypical pneumonic processes 
such as “hilum pneumonia”, differential diagnosis, 
and the early discovery of complications. 

The particular original contribution is the evidence 
from X-ray that the adult type of pneumonia starts 
at the hilum and progresses outward the periphery, 
in contradistinction to the onset in children where 
the disease seems to start at the periphery and 
spread toward the hilum. 





e 
Studies from the Rockefeller Institute for Medical 
Research. Published by The Rockefeller Institute 
for Medical Research, New York. Reprints, Vol- 
ume LXIII. 626 pages. 


This volume from the Rockefeller Institute con- 
sists of reprints of articles which have appeared in 
other publications. There are fifty papers with al- 
together forty-five contributors. Prominent among 
these latter are Theobald Smith and Alexis Carrel. 

The papers are from the departments of Pathology, 
Bacteriology, Bio-physics, Chemistry, Experimental 
Surgery, General Physiology, and Animal Pathology. 
Completeness and accuracy are characteristics of 
them all. 

No one person can properly evaluate research 
from so many fields. From the standpoint of clini- 
cal medicine and the special field of the reviewer, 
particular interest attaches to a paper by Doan and 
Sabin showing that in rabbits massive intravenous 
injections of tubercle bacilli give a marked involve- 
ment of the bone marrow in the early acute phase; 
and a paper by Tillett showing that in rabbits in- 
creased resistance against virulent Type III pneu- 
mococci may be stimulated by repeated injections 
of heat-killed cultures. 





Diseases of the Intestines and Lower Alimentary 
Tract. By ANTHoNy BASSLER. Third Edition. Pub- 
lished by the F. A. Davis Company of Philadelphia. 


This is a good book. Much new material has 
been added, including chapters on the diseases of 
the liver, gall bladder, and pancreas. The available 
data concerning diseases of the field covered have 
been organized in a very accessible way. There is 
an unusual wealth of illustrations—photographs, ski- 
agrams and diagrams. Physiology, pathology, clini- 
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cal signs and symptoms, diagnosis and treatment are 
exceptionally well covered. Parasitology is elabor- 
ately handled. Like all books dealing with the dis- 
eases of only one of the great systems of the body 
its chief value lies in bringing together the avail- 
able information about each subject. It is a useful 
addition to the armamentarium of any physician, 
especially to the internist. 





Nouveau Précis de Bactériologie. Der ater, G., and 
GraANDCLAUDE, Cu. Edited by Gauthier-Villars et 
Cie, 1928. Pp. 124. 


This elementary manual of bacteriology is divided 
into two sections; the first dealing with the general 
characteristics of bacteria; and the second with the 
differentiation of various important species. There 
are a number of illustrations which are helpful for 
those who might wish to learn bacteriological tech- 
nique for themselves, but rather superfluous for 
those having the benefit of instruction. 





Traité de Physiologie Normale et Pathologique. Vol. 
IV. Masson et Cie., Editeurs, Paris, 1928. Pp. 557. 


This volume of the series of monographs on 


_physiology takes up the internal secretions. Of 


particular interest is the section on the internal 
secretion of the pancreas by Hedon which presents 
in clear and easy style our knowledge of the rela- 
tion of carbohydrate metabolism to the pancreatic 
secretion. Naturally many references are to the 
French literature, much of which is but lightly 
touched on in many English texts. 

A very interesting section in which knowledge and 
speculation are combined is that on the spleen by 
Abelous. Apparently there is no great difference, 
so far as these monographs reflect, among the cur- 
rent theories here and in France. 

Perhaps the keynote of this book might be given 
in the second sentence of the section on the pineal 
body, which may be freely translated as, “In spite 
of lack of certain knowledge, nevertheless one may 
console himself with possibilities if not probabili- 
ties”. 





The Medical Department of the United States Army 
in the World War. Vol. IX. Communicable and 
Other Diseases. Prepared under the direction of 
Mas. Gen. M. W. IRELAND, The Surgeon General, 
by Lieut. Cou. Josepn F. Sirer, M. C., U. S. Army. 
Washington: U. S. Government Printing Office 
1928. 


This valuable contribution to preventive medicine 
deserves a different fate from that which a govern- 
Ment document usually meets. 

It is a comprehensive work. In its 700 pages one 
finds concisely recorded the methods whereby a mob 
of three million raw recruits of widely diverse 
geographical and racial derivations were quickly 
turned into a military organization with the lowest 
degree of “non-effectiveness” from communicable dis- 
eases that the world has ever seen. 

Where brilliant success was attained, as with re- 
spect to typhoid fever and other gastro-intestinal in- 
fections, smallpox, malaria, skin diseases and intes- 
tinal parasites, one learns how it was accomplished. 

Where preventive measures failed as with infec- 


No better treatise can be found anywhere on the 
one troublesome cause of “non-effectiveness” in civil 
as well as military life than the chapter on Neuro- 
circulatory Asthenia. 

It is wrong to consider military experience in pre- 
ventive medicine as chiefly serviceable for military 
purposes. The teachings of this experience have been 
too long neglected in dealing with the common prob- 
lems of municipal health. 





The Use of Symptoms in the Diagnosis of Disease. 
By Hospart Amory Hare, B.Se., M.D., LL.D. Ninth 
Edition, Revised. Published by Lea & Febiger, 
Philadelphia. 528 pages. 


This book is of value largely because of the 
emphasis which it places on the importance of 
symptoms and physical examination in the diag- 
nosis and treatment of disease. It should stimulate 
both students and practitioners to a much closer 
observation of the patient. 

As a reference book it is not as useful as a num- 
ber of other works since although it has some of 
the features of all of them, it is neither a handy book 
on differential diagnosis, a complete work on physical 
diagnosis, or a satisfactory text on neurology. 

The more recent medical graduates will be some- 
what surprised to find frequent use of such terms 
as “diathesis”’, “marasmus”, and “cholera infantum”. 





A Text-Book of General Bacteriology. EpwiIn O. Jor- 
DAN. W. B. Saunders Company, ninth edition, 1928. 
Pee CES 


Jordan’s Bacteriology, now in its ninth edition, 
is one of the standard American text-books on this 
subject. Its popularity is evident from the fact that 
each year of the last twenty has seen a new printing 
or a new edition of this book. For the present edi- 
tion the section on parasite protozoa has been re- 
written and the other sections revised to bring them 
up to date. 





Urinary Analysis and Diagnosis. By Lovuts HEttz- 
MAN, M.D. Fifth Revised Edition. William Wood 
and Company. New York. 1928. 


The book deals exclusively with a description of 
the urine and its place in diagnosis. There is first a 
brief review of the histology of the kidney and an 
account of urinary secretion; then follows a general 
description of the urine. Normal and abnormal con- 
stituents, chemical and biologic (microscopic) oc- 
cupy the greater portion of the book. Pathology and 
urinary diagnosis of the genito-urinary tract is the 
final portion of the book except for a chapter on 
renal functions tests by Dr. Dannreuther. 

For these who search for details not found in the 
ordinary book this book will prove valuable. The 
practitioner, on the other hand, can find sufficient 
material in a good book on laboratory methods. A 
valuable feature of this book are the numerous illus- 
trations, careful scrutiny of which will lead to great- 
er familiarity with urinary sediments. 

The classification of the pathology of nephritis 
based on urinary and even clinical findings are no- 
toriously difficult to predict, so much so that many 
clinicians have relegated such classification to the 
pathologist and have formulated a clinical group- 





tions of the respiratory tract one may gain a clearer 
conception of the problem of their prevention. 


ing as a working classification. Thus many would 
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take exception to the statement that “The features of 
this (cirrhosis of the kidney) as seen in the urine 
are so characteristic that a positive diagnosis can al- 
ways be made”. Among the conditions in which the 
nitrogen output is increased hyperthyroidism is not 
mentioned. The passive congestion of cardiac de- 
compensation should be included under the causes of 
kidney congestion. With the exception of the mis- 
spelling of Rowntree’s name the book is free from 
typographical errors. 


Operative Surgery. J. SHELTON HORSLEY. oe fe 


Mosby Co. 


This new edition is brought up to date by well 
thought out emphasis on important recent develop- 
ments in surgical technique. Routine surgical pro- 
cedures are treated in such a manner as to illustrate 
only the common errors that might be dangerous to 
the success of an operation, giving the experienced 
surgeon logical reasons for abandoning a detail that 
may save his patient’s life, or a new idea that may 
facilitate the everyday operation. Enough detail is 
given to aid the infrequent operator, but this work 
is not an elementary text. The details of many 
ingenious operations developed by the author are 
given. The chapters on Arterial Surgery are com- 
plete and of special value. The volume is well illus- 
trated. 


Die Chirurgie. M. Kirscuner, O. NorpMANN. Chi- 
rurgie der Haut und des Unterhautzellgewebes. 
(With 46 illustrations and 29 colored plates.) Ber- 
lin, 1928. 


This is the second volume of a system of surgery 
It deals with the anatomy and physiology of the 
skin and has good diagrams. Congenital conditions, 
various type of burns, infections and tumors are 
discussed from the point of view of causative agent, 
diagnosis and treatment. Many of the illustrations 
are excellent. On the whole the colors in the colored 
illustrations are fairly true to life. The text is much 
more complete than the ordinary discussions of 
skin conditions. 


The Newer Knowledge of Bacteriology and Immunol- 
ogy. JorDAN, E. O., and Fak, I. S. University 
of Chicago Press, 1928. Pp. 1196. 


Eighty-two workers in all fields of bacteriology 
have contributed to this volume. It is in no way 
similar to the ordinary textbook of bacteriology but 
concerns itself with reviews of those topics particu- 
larly interesting at the present time, the material of 
which is widely scattered and not accessible in any 
convenient form. Particularly interesting are the 
sections on ‘‘The Chemical Structure of Bacteria” 
by Baumgartel, “Morphological Changes During the 
Growth of Bacteria” by Clark, “The Rise and Fall 
of Bacterial Populations” by Winslow, “Mechanical 
and Engineering Aspects of Pasteurization” by Put- 
nam, “The Bacteriophage” by Bronfenbrenner, ‘‘Com- 
municable Diseases of Laboratory Animals” by 
Meyer, “Antigenic Properties of the Bacterial Cell 
and Antibody Reactions” by Zinsser and Mueller, 
“The Mechanism of Agglutination” by Northrop, 
and “‘Venoms and Antivenins” by Amaral. These by 
no means represent all the subjects taken up in this 
volume but are simply those which appeal more 
particularly to the reviewer, and which are but 
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lightly touched on in the orthodox textbook of 
bacteriology. 

A book of this type is both refreshing and exasper- 
ating: refreshing, in that it presents many new and 
interesting viewpoints; exasperating, in that it em- 
phasizes the almost chaotic condition of some funda- 
mental aspects of the science, such as nomenclature 
for example, and because it brings home the realiza- 
tion that even in a single very limited field of medi. 
cal knowledge it is impossible for the average work. 
er to be familiar with all aspects. 





The JourNaL does not publish the price of books 
received for review because of Postal regulations, 
Requests for this information addressed to the 
JOURNAL Office will receive early attention. 
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